
Committee: 

Cal Streeter, Supervisor

Kirk von Sternberg 

Cynthia Franklin 

Rene Robichaux

Psychopathology, Alcohol Use, Deployment History and IPV: The Mediating Effects of 
Adverse Childhood Experiences and Allostatic load 

The Dissertation Committee for Peter Joseph Dell Certifies
that this is the approved form of the following dissertation:



ii	

Acknowledgements 

First I would like to thank my chair Dr. Cal Streeter. You were the ideal mentor for 

me and my successful completion of this endeavor is directly related to your patience and 

guidance from the beginning. I also want to thank my other committee members, Dr. von 

Sternberg, Dr. Cynthia Franklin, and Dr. Rene Robichaux. Further, Dr. Heather Larkin for 

her encouragement and her commitment to research related to Adverse Childhood 

Experiences.  

Next I would like to thank my family, Angela, Benjamin, and Grace Dell. You were 

patience through the long nights and incessant discussion about topics and subject matter 

that seemed foreign at times and beyond comprehension.  

Lastly but not least my friends who without their support I would not have been 

successful. Johnny Sullivan, Jen Currin-McColloch, Catherine LaBrenz, Sehun Oh, and Lori 

Knight. Your availability at any moment, your encouragement, and the laughter we shared 

helped me maintain my sanity and resulted in determination to succeed despite adversity.  



iii	

ABSTRACT 

Psychopathology, Alcohol Use, Deployment History and IPV: 

   The Mediating Effects of Adverse Childhood 
      Experiences and Allostatic load 

   Peter Joseph Dell, Ph.D.

Supervisor:     Cal Streeter 

    The University of Texas at Austin, 2018

The phenomenon of family violence is complex and multidimensional; to date 

prevalence rates show a rise in cases of family violence despite significant efforts on behalf 

of practitioners, researchers, and the criminal justice system to reduce it (Bartholomew & 

Allison, 2006; Pallini et al., 2014). Despite the myriad of Adverse Childhood Experiences 

(ACEs) and neurobiological studies that have revealed the impact of exposure to violence in 

the family on long-term outcomes related to wellbeing, the subject remains relatively 

understudied. While adaptations to the theoretical frameworks have enhanced our 

understanding of family violence, interventions have largely remained unchanged. By and 

large they have prioritized the Duluth model, applicable for one specific typology of family 

violence, while failing to adequately address more common types of violence (i.e. situational 

couple violence).   

When helping professionals approach a problem from a unidimensional perspective 

or one size fits all approach the nuance of the causation and ultimately its resolution can be 

ill fitting at best and potentially exacerbates the condition or situation. For many families the 

intention of the batterer is not power and control, but rather situationally influenced, the 

result of a learned maladaptive response to conflict, and depletion of internal resources (i.e., 

ego strength, hardiness, resilience, empathy; Johnson, 2006). Therefore it is important to 
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explore the biopsychosocial factors that are causally correlated with IPV, specifically the 

role adverse childhood experiences and allostatic load have in moderating or mediating the 

relationship between psychopathology, combat exposure, substance abuse, and IPV 

perpetration. Further, the development of empirically supported assessment models are 

essential to ensure that couples who experience violence are provided treatment and services 

that are the most efficacious while remaining sensitive to the safety of all involved.  

The purpose of this study is to explore factors correlated with intimate partner 

violence (IPV) risk for Soldiers and their families who have experienced at least one act of 

relationship violence in the past. Using structural equation modeling (SEM) I have 

developed a probable causal model to assess the direct and indirect effects of adverse 

childhood experiences and psychosocial stressors (current) on previously validated 

correlates (deployment experience, psychopathology, substance abuse) associated with IPV 

risk.  
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CHAPTER 1: INTRODUCTION 

1.1. Statement of the Problem 

Intimate partner violence (IPV) is a significant and enduring public health 

problem, affecting millions of people annually in the United States. According to the 

CDC’s 2014 report, spousal abuse, also known as intimate partner violence (IPV), 

includes physical violence, sexual violence, and psychological abuse. Intimate partner 

violence has been correlated with serious long-term physical and mental health 

consequences and is a major public health problem (Breiding, Black, & Ryan, 2008; 

Logan, Shannon, & Cole, 2007). Approximately 10 million adults over the age of 18 will 

be physically abused by an intimate partner annually in the United States, an average of 

20 people per minute (Smith et al., 2017).  In 2015, more than 20,000 phone calls were 

placed to domestic violence hotlines seeking assistance for IPV related questions 

nationwide in the United States (Domestic Violence Counts, n.d.). Approximately 32.9% 

of women and 28.1% of men have experienced some form of physical violence by an 

intimate partner in their lifetime (Smith, et al., 2017). Furthermore, 24.3% of women 

(approximately 29 million) have experienced ‘severe’ physical violence in their lifetime 

compared to 13.8% of men (Smith et al., 2017).  Intimate partner violence can result in 

deadly outcomes; 72% of all murder-suicides involve an intimate partner, 94% of those 

victims are female (“American Roulette; Murder Suicide in the United States,” 2012). 

Further, the consequences of intimate partner violence overlap with child maltreatment; 

an estimated 1 in 15 children are exposed to intimate partner violence each year, and 90% 

of these children are eyewitnesses to violence (Hamby, Finkelhor, Turner, & Ormrod, 

2011). 
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Adverse psychological and physical health outcomes associated with IPV range 

from family dissolution, depression, PTSD and in some cases death. Further, IPV taxes 

the medical, mental health, social and criminal justice systems responding and caring for 

those impacted by IPV and cost on average $8.3 billion a year in the United States (Black 

et al., 2011; Nelson, Bougatsos, & Blazina, 2012; Max, Rice, Finkelstein, Bardwell, & 

Leadbetter, 2004). Military families represent a microcosm of society, yet experience 

intimate partner violence at rates higher than the civilian counterparts (Marchiondo, 

2015). Multiple deployments, family separation and reintegration, demanding 

OPTEMPO  (operations tempo; meaning speed and intensity of unfolding events in the 

operational environment) and work demands, higher rates of head injuries, mental illness 

and substance abuse contribute to increased vulnerability and added risk factors 

associated with IPV in active duty service members and their intimate partners compared 

to the civilian population (Sayers, Farrow, Ross, & Oslin, 2009; Taft, et al., 2012; Teten, 

Schumacher, Bailey, & Kent 2009; Fonseca et al., 2006). Increased prevalence of 

intimate partner victimization by active duty service members is correlated with unique 

components of the military lifestyle due to the potential for an accumulation of risk 

factors such as isolation, secretiveness, and increased dependability on his or her partner 

(Jones, 2012). Further, Stamm (2009) highlighted the significance of identity associated 

with those who volunteer for military service, and as such found pressure on both the 

offender and victim to conceal relationship distress or the presence of violence because of 

the potential of loss of identity, employment, and income. As result of the perceived 

repercussions there can be a reluctance to seek help or be transparent when engaging 

command and helping professionals about family concerns or conflict (Stamm, 2009). 
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 In a review of the literature, Marshall, Panuzio, and Taft (2005) indicated that 

studies using military samples report annual IPV prevalence rates that are up to three 

times higher than prevalence rates typically reported in representative studies of the 

general population. This review also indicated that in military samples, IPV has been 

associated with increased injuries, somatic symptoms, musculoskeletal problems, 

cardiovascular problems, depression, and anxiety among abused partners, as well as 

behavior problems, poorer academic performance and social competence, and increased 

aggression and hostility among exposed children. IPV and other family problems 

contribute to increased healthcare utilization (Meis et al. 2010) and compromise job 

safety and performance (Raschmann, Patterson, & Schofield, 1989). A meta-analysis of 

IPV in the active duty military population conducted by Gierisch et al. (2013) attributed 

the differences between the civilian and military prevalence rates for IPV to the military’s 

population demographics (e.g. age, race, and ethnicity), increased periods of family 

separation and reintegration (e.g. deployments, training exercises), and combat-related 

health issues (e.g., PTSD, head injuries). 

1.2 Overview of the Theoretical Model 
 

The phenomenon of family violence is complex and multidimensional, and to date 

we have seen a rise in cases of family violence despite significant efforts on behalf of 

practitioners, researchers, and the criminal justice system to reduce it (Bartholomew & 

Allison, 2006; Pallini et al., 2014). Despite adaptations to the theoretical frameworks that 

enhance our understanding of family violence, interventions have largely remained 

unchanged. By and large they have prioritized the Duluth model, applicable for one 

specific typology of family violence, while failing to adequately address more common 
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types of violence. A biopsychosocial model for interventions would advance the field by 

considering the person-in-environment perspective and understanding that family 

violence is manifest in diverse ways and in increasing severity. For many families the 

intention of the batterer is not power and control, but rather situational and potentially a 

result of a learned maladaptive responses to conflict and exhausted internal resources 

(i.e., ego strength, hardiness, resilience, empathy). It is important to determine the 

biopsychosocial factors that are causally correlated with IPV, as well as the role that 

adverse childhood experiences and psychosocial stressors have in moderating or 

mediating the relationship that psychopathology, combat exposure, and substance abuse 

have on IPV perpetration risk following an IPV allegation. Further, the development of a 

empirically supported assessment model is essential to ensure that couples who 

experience violence are provided treatment and services that are most efficacious while 

sensitive to the safety of those involved. 

 The CDC endorses a four-level social-ecological model to address the 

phenomenon of intimate partner violence (Figure 1). This model considers the interaction 

between individual, relationships, community, and societal factors and their effect on IPV 

perpetration and victimization (Krug, Mercy, Dahlberg, & Zwi, 2002).  The ‘individual’ 

level accounts for biological, personal, and developmental factors (e.g. age, education, 

income, substance use, history of abuse in FOO) that increase the likelihood of becoming 

a victim or perpetrator of violence. The ‘relationship’ component involves those closest 

to the individual and how others influence behavior and the attributes associated with 

maintaining relationships and resolving conflict. The third level labeled ‘community’ 

looks at how the role of society, workplace, organizational association and general social 
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interactions has in association with IPV (e.g., social isolation, economic and housing 

opportunities). And the fourth level ‘Societal’ considers cultural norms specifically how 

violence is viewed and how conflicts are resolved in terms of social inequality and gender 

equity. 

 
Figure 1. CDC Social-Ecological Model 

 
 
 Systems theory is a foundational framework for both sociology and social work, 

being utilized by sociologist such as Straus (1973), Giles-Sims and Tuchfeld (1983), and 

Gelles and Maynard (1987) to study the complex phenomenon of IPV. Straus (1973) was 

the first to hypothesize that violence within family systems was a systemic problem 

suggesting that its presence was so common that it could be considered “almost 

universal” (p.105). Giles-Sims (1983) in her book Wife Battering: A Systems Theory 

Approach described social systems “as complex interrelated networks of mutually causal 

elements within relatively stable patterns of relationships” and that systems theory can be 

used to “interpret cause-effect links as elements in a cycle of behavior, which includes 

feedback responses and behavioral reactions” (p.18). Systems theory recognizes the 

complex causality and heterogeneity found in couples that experience violence and 

asserts that single-factor causality is limited and ultimately inadequate in understanding 

social behavior (Lawson, 2012). Using a systems theory approach to studying IPV the 
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researcher not only looks at individual pathology but also considers the characteristics of 

the family system in which individuals interact and exist in order to understand the 

phenomenon (e.g. socialization, stress level, relationship satisfaction; Lawson, 2012; 

Giles-Sims, 1983).  

 Dutton (2006) proposed a nested ecological theory, which allows for the 

individual to remain the unit of analysis while taking into consideration environment as 

well as relational dynamics contributing to violence between intimate partners. 

Influenced by Bronfenbrenner’s (1979) ecological framework to understand human 

development, Dutton (2006) identified four levels of systemic contribution that influence 

human behavior; the macro system (e.g. cultural values, belief systems), exosystems 

(work, peers, and church), microsystems (family unit, proximal day to day context), and 

ontogenic factors (family of origin, developmental history, life experience). The 

ecological framework for the study of family violence also endorsed by the CDC is 

particularly germane because of its ability to conceptualize violence as complex and 

multifaceted phenomenon that results from the unique interaction between personal, 

situational, and socio-cultural factors (Dutton, 2006).    

1.3 Specific Aims and Research Questions 
 
 The purpose of this study is to (1) test a theory-based probable causal model of 

intimate partner violence (IPV) risk using the structural equation modeling technique 

(Figure 2; the extent to which the observed data fit the overall model will be evaluated); 

(2) examine the hypothesized role that adverse childhood experiences and allostatic load 

has on the relationships among psychopathology, substance use, combat exposure and 

IPV risk (each of the specific hypothesized pathways delineated in Figure 2 is examined 
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for its level of statistical significance; (3) parsimoniously improve model fit by modifying 

the pathways between the model’s constructs when theoretically supported.  

 
Figure 2. Hypothesized Structural Model of IPV Risk 

 
 
** all direct effect pathways not shown 

 

Research Questions 

1. Will the overall model specified in Figure 2 show a satisfactory degree of fit to the 

observed data? 

2. Will adverse childhood experiences have a statistically significant effect on the 

relationship between psychopathology, substance use, combat exposure and IPV risk? 

3. Will allostatic load have a statistically significant effect on the relationship between 

psychopathology, substance use, combat exposure and IPV risk? 

 
 
 
1.4 Significance of the Study 
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 Despite recent research that has found empirical support for diverse theories on 

family violence, their ability to impact the efficacy of intimate partner violence 

prevention, assessment, and intervention remains limited with relatively high rates of 

recidivism (Babcock, Greene, & Robie, 2004; Taft et al., 2013). Within the military the 

rates of IPV is three times that of the general population despite a robust system of 

supports and command engagement (Marshall, Panuzio, & Taft, 2005). Situational 

Couple Violence (SCV) is the most common form of intimate partner violence in the 

military population (Johnson, 2017; Robichaux, 2017). While much of the research in 

IPV is related to risk factors, few have studied the situational context surrounding the act 

of violence. To my knowledge this study is the first to examine whether adverse 

childhood experiences and allostatic load moderates or mediates the relationship between 

psychopathology, substance use, and combat exposure and IPV in the military. Findings 

from this study could enhance the prevention and acute intervention efforts of the U.S. 

Army to combat IPV by ensuring that couples experiencing violence or those at most risk 

receive biopsychosocial relevant and empirically informed intervention.  

 Military Social Workers are a first line resource for families that have experienced 

IPV and are responsible for assessment and intervention in addition to prevention efforts. 

A Soldier’s command is a critical agent in helping the Soldier and their families 

following an act of family violence while attempting to mitigate the risk of future family 

violence. The outcome of this study will provide social workers and other helping 

professionals empirically supported factors that are the most salient to the assessment of 

families experiencing violence, will enhance dialogue with a Soldier’s command, and 

increase the efficacy of treatment planning and intervention. 
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CHAPTER 2: LITERATURE REVIEW 

2.1 IPV Typology 
 
 Typologies of IPV can inform research trajectories and practice, aiding in the 

development of interventions (Gulliver & Fanslow, 2012). IPV typologies could help 

ensure that those affected by family violence receive the treatment that is the most suited 

for the type and severity of violence experienced (Gulliver & Fanslow, 2015; Johnson, 

2010). Over the last few decades, a number of typologies of IPV have been developed 

focusing on different dynamics of family violence such as: order within the relationship 

(Emery, 2011); frequency and severity (Dutton, Kaltman, Goodman, Weinfurt, & 

Vankos, 2005; Swan & Snow, 2006); violence within and outside the family (Anderson, 

2010); and animal archetypes such as “pit bulls” and “cobras” (Jacobson & Gottman, 

1998; Anderson, 2010). The number of typologies is analogous to the number of theories 

and definitions of family violence, leading to confounding explanations and a wide range 

of interventions.  

Johnson (2008) developed his typology of IPV out of an interest in clarifying the 

different types of violent relationships and to address some of the misunderstandings and 

disagreements that exist within the field (Gulliver & Fanslow, 2015). Johnson’s typology 

categorizes intimate partner violence into four types: (1) intimate terrorism; (2) violent 

resistance; (3) situational couple violence; and (4) mutual violent control (Johnson, 

2008). Intimate terrorism is characterized by the presence of a predominant aggressor 

with a need to control the partner where violence is the primary tactic to reinforce control 

(Johnson, 2008; 2014). Violent resistance occurs when the victim of abuse responds with 

violence in an attempt evade or protect themselves from the actions of the primary 
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aggressor (Johnson, 2008). This is distinctly different from mutually violent control, 

where both parties use violence to exert power and control over their partner (Johnson, 

2008). In contrast, rather than being based on power and control, ‘situational couple 

violence’ involves violence that results from a depletion of internal resources to handle 

conflict and is often a behavioral reaction to anger and frustration (Johnson, 2008). 

One of the most common forms of violence found in the overall population is 

situational couple violence (Johnson, Leone & Xu, 2014). Johnson and colleagues (2014) 

critique studies that extrapolate findings of high rates of intimate terrorism to the larger 

population, stating that many of these studies are focused on shelters, hospitals, or other 

settings that might disproportionately serve women fleeing extreme violence. In fact, 

situational couple violence is relatively unrepresented in empirical literature (Johnson & 

Leone, 2005; Tjaden, Thoennes, & Allison, 1999). At the same time, family therapists 

consider this to be one of the most difficult problems to treat (Whisman, Dixon, & 

Johnson, 1997).  

The Duluth Model the most widely accepted treatment modality is a one-size-fits-

all framework that undergirds much of what has been understood about family violence 

for the past few decades (Schneider & Brimhall, 2014). According to the Duluth Model, 

violence is driven largely by a patriarchal system, the purpose of which is to maintain 

power and control by the dominant partner (Dutton & Corvo, 2007; Pence & Paymar, 

1993). Interventions for treatment and prevention primarily focus on individual and group 

therapy aimed at educating the offender and breaking the cycle of violence, and conjoint 

therapy for the couple is postponed-- if considered at all (Corvo & Johnson, 2003; 

Johnson, 2006; Stith, McCollum, Amanor-Boadu, & Smith, 2012). This is clinically 
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relevant based on the theory that if the abusing partner exercises violence as a means of 

power and control, then conjoint therapy between abuser and victim could threaten the 

victim’s safety and escalate the pre-existing volatile relationship (Smith & McCollum, 

2011; Stith et al., 2012). While conjoint therapy might be contraindicated for intimate 

terrorism, addressing both parties could be a more efficacious way to treat situational 

couple violence. Intimate partner violence as referenced above which is thought to be 

fueled by power, control and coercion known as “intimate terrorism,” represents a small 

percentage of overall intimate partner violence (Johnson, 2006, 2008; Johnson & Leone, 

2005; Schneider & Brimhall, 2014).                    

Johnson (2006) reported that a majority of violence between intimate partners 

results from escalated emotions that are situationally oriented and often devoid of power 

and control motives. ‘Situational couple violence’ is a relational dynamic that is 

characterized by a real or perceived imbalance of reciprocity, rapid escalation of emotion, 

and a lack of interpersonal skills to effectively resolve the tension (Gottman, 1998; 

Schneider & Brimhall, 2014). However, when traditional criminal justice systems are 

involved, the mandated treatment often involves a program or service operating on the 

Duluth Model or similar theoretically supported intervention, which as described earlier 

is based on a power and control theory of violence (McCollum & Stith, 2008). This can 

result in a mismatch of intervention services that may not provide the couple with the 

therapeutic tools needed to deal with the relational patterns leading to violence 

(Schneider & Brimhall, 2014). Deschner (1986) opined on her work with battered men 

that they were often less skilled verbally and endure numerous verbal confrontations and 

often times respond physically out of their feelings of intolerability. Supporting 
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Schneider and Brimhall’s finding (2014) that the therapeutic goal for a couple 

experiencing situational couple violence should be to help the couple identify and 

manage the attachment-based fears and needs that resulted in violence. However, 

individual treatment is still recommended for those cases where the violence is severe, 

weapons have been used, pathological traits of the parties are known, or situations where 

violence is assessed as intimate terrorism (McCollum & Stith, 2008). 

2.2 IPV Historical Context 
 

Family violence is a recognized social and public health problem around the 

world (Oosterlee, Vink, Smit, 2009; World Health Organization, 2005; Barocas, Emery, 

Mills, 2016; Caetano, Vaeth, & Ramisetty-Mikler, 2008). Family violence constitutes a 

majority of the violent acts that are committed in society and will affect more than half of 

the United States population at some point in their lifetime (Tolan, Gorman-Smith, & 

Henry, 2006; Black et al., 2011). Historically, violence that occurred between family 

members was considered a private matter and not viewed as a social problem (Carlson & 

Worden, 2005; Tolan, Gorman-Smith, & Henry, 2006). A naïve perspective in American 

society is that the family is immune to violence, a general assumption that the family is a 

safe place where people receive sustenance and support from those who love them 

(Barnett, Lee, & Thelen, 1997). Tragically, for a substantial percentage of the population 

the family is as Newman (1979) described it, a proverbial “cradle of violence” (Newman, 

1979, p. 115).   

A review of public health records and national policies reveal that it was not until 

the 1970s that professionals, policy makers, and the public began to define family 

violence from a social and legal perspective (Carlson & Worden, 2005).  Dr. Henry 
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Kempe (1962), the first to publish scholarly work on family violence, coined the term 

“battered baby syndrome,” which served as a catalyst for the medical community as well 

as social workers to raise society’s awareness of the deleterious effects of family violence 

(Kempe & Silverman, 1962; Jackson, 2007). In 1971, The Journal of Marriage and 

Family published a special issue on family violence, the first on this topic since the 

journal’s origination in 1938 (Jackson, 2007). This coincided with an endorsement of the 

women’s movement by leaders of the civil rights movement’s, which led to an expansion 

of anti-violence campaigns and advocacy efforts exposing the underbelly of family 

violence, specifically as it related to the oppression and abuse of women (Jackson, 2007). 

Through social activism efforts and public campaign initiatives, American society began 

to awaken to the idea that the family was not always a place that provided love and 

support, and for many it was a place rife with fear and violence (Jackson, 2007). This 

awakening embodied a critical shift resulting in the social construction of what would be 

classified as family violence, elevating family violence from a social condition to a social 

problem or responsibility (Jackson, 2007). The recognition of family violence as a social 

problem led to a formalized response from the criminal justice system and it prompted 

local, state, and national agencies to redefine their roles in prevention and intervention 

services for families experiencing violence. 

2.3 IPV in Military                                                                                                             

 Over 1.6 million active duty military men and women have served in the more than a 

decade long sustained combat operations in Iraq and Afghanistan and continue to serve in 

humanitarian and training missions around the world (Erbes, Curry, & Leskela, 2009; Tasso, 

Whitmarsh, & Ordway, 2016). Many of our Nation’s veterans are battling significant visible and 

invisible injuries sustained during their time in service, including brain injuries, post-traumatic 
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stress disorder, major depression, substance abuse, and impaired social and occupational 

functioning (Bryan, Morrow, Etienne, & Ray-Sannerud, 2013; LeardMann et al., 2013; 

McKibben, Fullerton, Gray, Kessler, Stein & Ursano, 2013; Vaughan, Schell, Tanielian, Jaycox, 

& Marshall, 2014; Tasso, Whitmarsh, & Ordway, 2016). Seeking services for these conditions 

and others is historically low among military personnel, which has the potential to impact their 

quality of life as well as the families (Hom, Stanley, Schneider, & Joiner, 2017).  

 Intimate Partner Violence is defined as any physical, emotional, sexual, or verbal 

abuse between intimate partners and is a “highly destructive” force within military 

families (Tasso, Whitmarsh, & Ordway, 2016; p. 114). The occurrence of IPV within 

military families is three times that reported in the civilian population with one 

systematic review revealing IPV to be more frequent and more severe in military couples 

than non-military couples (Marshall, Panuzio, & Taft, 2005; Rentz et al., 2006). Marshall 

et al. (2005) meta-analysis revealed that IPV between military couples was highly 

correlated with PTSD, substance use/abuse, and marital discord. The probability of 

experiencing IPV has been found to be greater for those who have deployed then those 

who have not (McCarroll et al., 2010). Suggesting that IPV in the military population 

may be more closely related to situational or proximal experiences and not a result of the 

power and control mechanism that undergirds those individuals experiencing IPV at the 

hands of an intimate terrorist.  

 A simple etiological explanation of IPV prevalence in the veteran population is 

not known. However, the empirical literature reveals multiple risk factors that alone are 

associated with risk of IPV perpetration when associated with comorbidity present 

increased risk for the family (Marchiondo, 2015). The most widely documented are 

alcohol and drug abuse and dependence (Martin et al., 2010; Teten et al., 2009; Foran et 
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al., 2012), psychopathology (e.g., anxiety, PTSD; Foran, Heyman, &Smith, 2014; 

Marshall et al., 2005; Taft et al., 2011), and Adverse Childhood Experiences (e.g. 

exposure to inter-parental violence, child abuse and neglect, parental rejection (Evans & 

Coccoma, 2014; Orcutt et al., 2003; Taft et al., 2013).  

2.4  Systems Theory         
  
2.4.1 General Systems Theory 

 Anthony Forder (1976) in a seminal article on social work and systems theory 

articulated the role of systems theory and its impact on social work practice and research.  

He asserted that subsystems encapsulated within larger systems have the potential to 

exert different objectives from one another within the system as well as the larger system 

itself contributing to the potential for conflict. Berger (1966) is cited for the proposition 

that individual assimilation of roles, along with their perception of them, shape and 

reshape personality. 

 The self is a process, continuously created and recreated, considering that the self 

 is... a process continuously created and recreated in each social situation that one 

 enters, held together by the slender thread of memory. 

 In social work, systems theory is used often to highlight the multiplicity and 

different levels of complexity that have influence on an individual’s response to or their 

attempt to cope with a specific situation. General systems theory adopts the conceptual 

understanding that the ‘the whole is more than a sum of the parts,’ which has been used 

in diverse fields from engineering to sociology to analyze multifaceted and complex 

interactions (Von Bertalanffy, 1968, p.18; Forder, 1976).  
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 From a system’s perspective, when the client engages the helping system, the 

relationship between the social worker and client is the catalyst for ‘illumination’ of the 

possible targets for intervention quantified as ‘the target system’ (Goldstein, 1973). 

Those who are actively engaged in the target system collaborate to create change and 

collectively are called the ‘action system’ (Pinchus & Minahan, 1973). In the military a 

reported act of IPV results in a series of protocols to investigate the action and initiate 

intervention to mitigate future harm or occurrence. The Family Advocacy Program 

assesses the biopsychosocial needs of the family system, as well as individual needs, and 

advocates for initiation of the ‘action system’ to support the service member and their 

family.     

2.4.2 Socio-Ecological Model  

 As discussed in the section above systems theory developed by Von Bertalanffy 

(1968) enables the researcher and practitioner to understand the dynamic nature of client 

‘systems’ in order to assess and intervene with the ultimate goal of improving the 

‘goodness of fit’ between an individual and their environment (Friedman & Allen, 2011). 

As a meta-theory, systems theory and later Bronfenbrenner’s adaptation on this theory 

labeled ecological systems theory, served as the framework for the inclusion of multi-

disciplinary theories to analyze the phenomenon of human interaction within a social 

environment and the concept of person-in-environment became the focus rather than a 

historical focus on the individual alone (Bronfenbrenner, 1979; Von Ber 

talanffy, 1968; Germain & Bloom, 1999).  

 Systems theory in general and Ecological Systems theory specifically was born 

out of dissatisfaction with the one-dimensional cause and effect theories to explain 
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human behavior. Ecological Systems theory demarcated the interactive systems primarily 

based on the size and complexity of each; micro (small, individuals, couples), mezzo 

(intermediate, groups, support networks, extended families), and macro (large, 

communities, organizations; Bronfenbrenner, 1968). From a military perspective the 

three demarcations are synonymous with the Soldier and his/her spouse (micro), 

members of the unit and helping agencies (mezzo), and command or Army as a whole 

(macro). The life of a Soldier is defined by readiness and adaptability, the deployment 

cycle familiar to those who served in the armed service involves (1) train up/preparation, 

(2) mobilization, (3) deployment, (4) redeployment, (5) post deployment, (6) 

reconstitution and repeat. The duration of each return to return is estimated to be 180 to 

365 days (Gonzales, 2007). The three distinct and overlapping levels defined by 

ecological systems theory influence as well as support the service member and their 

families through the unique stressors and uncertainty associated with each stage of the 

Army Force Generation model.   

 New terms were applied to understand the interactions between the individual as 

well as the systems as a whole such as open and closed systems, boundaries, homeostasis, 

inputs, outputs, and feedback (Friedman & Allen, 2011). Von Bertalanffy (1968) 

considered humans to be naturally open systems and as such they exchange energy with 

their environment as opposed to closed systems that are isolated from environment. 

However, open systems can close as a response to threatening situations, specifically in 

situations where homeostasis is interrupted due to more energy being exported then 

imported. This situation can lead to a disorder known as entropy (Friedman & Allen, 

2011). As such when the different entities interact with each other, the give and take of 
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the interaction can create friction and conflict (Friedman & Allen, 2011). The situational 

couple violence typology developed by Johnson and reflective of the majority of IPV in 

the military is potentially a result of the individual’s feeling as though their resources 

have been depleted and the resulting behavior affects their resiliency, reduction in the 

ability to cope and in some cases the development of maladaptive defenses (Friedman & 

Allen, 2011; Johnson, 2008).  

 Germain (1991, p.20), a proponent of the bio-psycho-social perspective in social 

work, shared this paradigm of adversity;  

 Life stress encompasses both the external demand and the internal (conscious and 

 unconscious) experience of stress, including both emotional and physiological 

 elements. What is perceived as stressful varies across age, gender, culture, 

 physical and emotional states, past experiences, and the perceived and actual 

 nature of the environment.” 

Given the disproportionate prevalence of PTSD and PTS related injuries within the 

military population it lends support to the potential for misinterpretation of threat when a 

service member is outside of the combat or combat simulated environment and 

interacting with their significant other or family. An ecological systems perspective 

would suggest that coping mechanisms have to be adapted to deal with the internal 

anxiety created by the external stressor (Germain & Bloom, 1999; Friedman & Allen,  

2011). 
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2.5 Factors Associated with IPV       
  
 Risk factors associated with IPV in the general population are well documented in 

the empirical literature. Stith et al. (2004) conducted a meta-analysis of 85 studies to 

identify risk factors with the strongest correlation to IPV perpetration and victimization, 

using Dutton’s (2006) nested ecological model on partner violence factors were 

examined through a micro, mezzo, and macro lens. Stith (2012) and associates found that 

proximal risk factors (e.g. emotional abuse, low marital satisfaction, drug use, career/life 

stress) at the micro and ontogenetic level contributed to a greater understanding of IPV 

than distal factors (e.g., gender inequality, patriarchal paradigm; Stith et al., 2004). 

Further, meta-analytic studies of IPV risk reveal that factors considered being more 

proximal (e.g. relationship satisfaction, substance use, stress, psychological functioning) 

had a larger effect size on determining risk than distal factors (e.g., gender norms; Stith, 

Smith, Penn, Ward, & Tritt, 2004) 

 This study is grounded in the Dynamic Developmental Systems (DDS) 

perspective an integrative ecological model for understanding IPV risk. According to the 

DDS model, risk factors are categorized in the (a) contextual and demographics of 

individuals at risk for IPV perpetration and victimization, (b) developmental history and 

socialization experiences, and (c) couples relationship and interaction patterns (Capaldi, 

Shortt, and Kim, 2005). Each level has a unique contribution to the emergence of and 

sequella related to violence between intimate partners. Contextual characteristics include 

demographic factors (e.g. age, gender, socioeconomic status, acculturation and stress) as 

well as neighborhood and community-level factors. Developmental characteristics (e.g. 

exposure to family violence in family of origin, peer relationships, presence or lack of 
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emotional support) and psychological or behavioral factors (e.g., psychopathology, 

substance abuse, hostile attributes) together with the context in which the violence 

manifest allow for researchers and professionals to consider the totality of circumstances 

contributing to violence between intimate partner’s (Capaldi et al., 2005, 2012).    

2.5.1 Trauma, Post Traumatic Stress, and IPV 
 
 Trauma is highly correlated with military service and combat experiences 

(LeardMann et al., 2013; Kelley et al., 2017; Wisco et al., 2014), making it plausible that 

a higher probability of encountering potentially traumatic events, combined with 

extended periods of separation for military personal, can pose a significant strain on 

feelings of connectedness exacerbating post traumatic stress symptomology (emotional 

numbing, loss of interest in activities, irritability, limited range of affect, substance abuse; 

Hall, 2012; Tasso, Whitmarsh, & Ordway, 2016). Batten et al. (2009) reported 

posttraumatic stress symptomology is correlated with poor relational communication, 

relationship dissatisfaction, and lack of intimacy, which has been found to increase the 

odds for verbal and physical aggression in relationships.  

 Galovski & Lyons’ (2004) systematic review of empirical literature over the last 

three decades found a preponderance of studies reporting a strong association between 

PTSD and family relationship problems within the military population. Further, the 

studies show veterans with chronic PTSD, those with military-related trauma symptoms 

(PTS) but not diagnosed with disorder and their intimate partners report generally poorer 

family adjustment and more numerous and severe relationship problems (Galovksi & 

Lyons, 2004). Service members are more likely than the general public to be exposed to 

potentially traumatic experiences resulting in a greater likelihood of experiencing various 
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symptoms and diagnoses such as PTSD and mild traumatic brain injury (mTBI) that can 

compromise their ability to process information (Constans, 2005). As a result of trauma 

exposure and threat to life, trauma theorist postulate that military members are more 

likely to assess or misinterpret daily life events as threatening and respond more 

aggressively than those without trauma exposure (Novaco & Chemtob, 1998; Taft et al., 

2013). Taft et al. (2011) reported that treating IPV within the military population was 

further complicated due to reinforced dis-inhibitory behaviors toward aggression and 

comorbid presentations of psychiatric symptomology.  

2.5.2 Substance Use and IPV 
 

A robust association between substance use and intimate partner violence (IPV) 

has been substantiated repeatedly in the empirical literature (Smith, Homish, Leonard, & 

Cornelius, 2012). Multiple studies reveal strong evidence of the correlation between IPV 

and substance use (Lipsky, Caetano, Field, & Larkin, 2005; El-Bassel, Gilbert, Wu, Go, 

& Hill, 2005; Stuart, Temple, & Moore, 2007; Foran, Heyman, Slep & Snarr, 2012; 

Kraanen, Vedel, Scholing, & Emmelkamp, 2014), specifically an increased risk of 

aggression with alcohol intoxication (Fals-Stewart, 2003; Foran et al., 2012; 

Langenderfer, 2013; McKinney, Caetano, Rodriguez, & Okoro, 2010). In addition to an 

increased risk of aggression following alcohol intoxication, it has been reported that 

alcohol use in general can contribute to increased risk of marital conflict especially over 

money, quality of time spent together, and overall stress (Foran & O’Leary, 2008; 

Goldstein, 1985). Increased alcohol is also correlated with IPV victimization, often times 

as a means to self-medicate the psychological and physical effects of victimization 

(Coker et al., 2002; Walton et al., 2009; Testa, Livingston, & Leonard, 2003; Breiding, 
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Black, & Ryan, 2008).  

Cafferky, Mendez, Anderson, and Stith (2016) conducted a meta-analysis of 285 

studies with a combined sample size of 627,726 linking substance use and IPV, which 

resulted in confirmatory findings similar to other meta-analysis conducted over the last 

decade. The mean alcohol use effect sizes had medium magnitude for both IPV 

perpetration and victimization (Cafferky et al., 2016). In addition to effect sizes of 

substance use they found similar effect sizes with other correlates such as mental illness, 

or witnessing parental violence, and being the victim of physical, 

psychological/emotional abuse during their developmental years within their family of 

origin (Cafferky et al., 2016).      

2.5.3 Adverse Childhood Experiences 
 
 In studies on intergenerational transmission of family violence, exposure to 

violence in the family of origin has consistently been linked to intimate partner violence 

perpetuation in adulthood (Delsol & Margolin, 2004; Franklin & Kercher, 2012; Hotaling 

& Sugarman, 1986;1990; McKinney, Caetano, Ramisetty-Mikler, & Nelson, 2009; Stith 

et al., 2000). Straus, Gelles, and Steinmetz (1980) were among the first family violence 

researchers to argue that violence is learned through witnessing violence in families, 

although to date the effect sizes of transmission have been found to range overall from 

weak to moderate (Stith et al., 2000, p.121). A multitude of studies has explored the 

relationship between exposure to family violence and perpetration of intimate partner 

violence as adults; most of the findings suggest a stronger effect associated with 

witnessing inter-parental violence compared to being the direct victim of abuse (Carr & 

VanDeusen, 2002; Hotaling & Sugarman, 1986; Eriksson & Mazerolle, 2015; Kalmuss, 
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1984). Converging evidence from epidemiology, neurobiology and the social sciences 

reveal that early life stress such as abuse and related adverse experiences can have a 

deleterious effect on quality of life and development of maladaptive behaviors throughout 

the lifespan (Anda et al., 2006).  

 A large-scale epidemiologic study conducted by Felitti et al. (1998) in 

conjunction with Kaiser Permanente and the Centers for Disease Control explored the 

relationships of adverse childhood experiences (ACEs) with health and social wellbeing 

throughout the lifespan (Felitti et al.,1998). The study elicited information about 

categories of ACEs, including parental neglect, physical and sexual abuse, as well as 

exposure to IPV and dysfunctional adult behaviors (i.e., illicit drugs use, alcoholism, and 

criminal behavior; Appendix A) from adults receiving preventative care in a primary 

healthcare setting (Anda et al., 2006; Felitti et al, 1998). This study of more than 17,000 

participants found empirical evidence that ACEs are related to physical and 

psychological morbidity as well as high-risk behaviors affecting one’s health (Anda et al., 

2006; Felitti et al., 1998).  

 The ACE score was a sum of the number of yes responses to each category (not 

incidents) and served as a cumulative risk index based on self-reported exposure to 

childhood maltreatment and childhood exposure to family dysfunction before the age of 

18 (Narayan, Kalstabakken, Labella, Nerenberg, Monn, & Masten, 2017). The study 

revealed a dose-response gradient (Masten & Narayan, 2012; Rutter, 1999) between ACE 

scores and an individual’s health and well-being. For example the  respondents that 

reported higher ACE scores were found to be at higher risk of developing more severe 

health problems and participating in high risk health behaviors in adulthood (Larkin, 
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Shields, & Anda, 2012; Dube et al., 2003). This finding has been well established 

through a preponderance of studies since Felitti and associates first published their work 

in the late 1990’s (Felitti et al., 1998; Montalvo-Liendo et al., 2015; Anda, 2006; Dube et 

al., 2003; Whitfield, Anda, Dube, & Felitti, 2003).  

2.5.4 Allostatic Load  
  

The diathesis-stress model, predictive adaptation hypothesis, and three-hit concept 

of vulnerability and resilience are theories that explain how early life adversity can either 

lead to heightened vulnerability or resilience in response to stress (Daskalakis, Bagot, 

Parker, Vinkers, & de Kloet, 2013; Ingram & Luxton, 2005). While biologically designed 

to aid the body in dealing with stress, the hormones released by the hypothalamic 

pituitary adrenal (HPA) axis can have a harmful effect if stress is prolonged or severe 

(Daskalakis et al., 2013).   

The hypothalamus, pituitary gland, and the adrenal glands known as the HPA axis 

are part of the neuroendocrine system that controls reaction to stress and regulates several 

body processes, such as mood and emotions, sexuality and energy storage and 

expenditure (Malenka, Nestler, & Hyman, 2009). A central role of the HPA axis is 

regulating many of the homeostatic systems of the body. By integrating physical and 

psychosocial factors, it allows for individuals to adapt effectively to their environment 

and optimize survival (Del Rey, Chrousos, & Besedovsky, 2008). Cortisol is a hormone 

released by the HPA axis and the release of cortisol when an individual experiences stress 

results in production of glucose that aids the individual in responding to the stress either 

by fighting or fleeing (Del Rey, Chrousos, & Besedovsky, 2008).  
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Several studies have investigated the effects of stress -- both ‘social’ and 

‘physical’-- on the body and found that they both activate the HPA axis and a person’s 

response is determined by the type of stressor, the person’s response, as well as other 

factors (Douglas, 2005; Engelman, Landgraf, & Wotjak, 2004). Several studies have been 

done on animals to understand the effects of stress during early life (Flinn, 

Nepomnaschy, Muehlenbein, & Ponzi, 2011; Korosi, et al., 2010). Mild to moderate 

stressors in early life have been found to promote resilience to stress through enhanced 

HPA regulation (Flinn et al., 2011), while prolonged or extreme stress is associated with 

increased vulnerability to stress over the lifespan due to hyperactivity of the HPA axis 

(Korosi et al., 2010; McEwen, 2007). Liu, Dioro, and Tannenbaum (1997) conducted a 

controlled experiment with rats and found that moderate stress as a result of human 

handling during the first two weeks of life was associated with reduced hormonal and 

behavioral HPA-mediated stress response in adulthood. In contrast, increased 

vulnerability to stress, as well as heightened physiological and behavioral stress 

responses, were observed in those rats exposed to extreme stress when they were 

separated from their mothers over a prolonged period of time (Liu, Dioro, & 

Tannenbaum, 1997). Overall, this finding suggests that a mother’s presence and role 

during experiences of stress could mediate their effects (de Kloet, Sibug, Helmerhorst, & 

Schmidt, 2005).  

When bonding occurs and emotional connections are enhanced, oxytocin is 

released; oxytocin has been found to be related to positive social interactions and 

suppresses the HPA axis, counteracting the effects of stress on the body (Detillion, Craft, 

Glasper, Prendergast, & Devries, 2004). Recent studies in the field of neurobiology show 
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that childhood maltreatment is correlated with changes in the brain structure and 

function, as well as the stress-responsive neurobiological systems (Anda et al., 2006; 

Perry, Pollard, Blaicley, Baker & Vigilante, 1995). When the child is exposed to extreme 

or repetitive patterns of stress, the activity of major neurobehavioral systems can be 

impaired, which could have lasting neurobehavioral consequences (Anda et al., 2006; 

Heim & Nemeroff, 2001; Repetti, Robles, & Reynolds, 2003; Teicher et al., 2003). 

2.5.5 IPV Risk Assessment 

 Two of the most frequently examined relational risk markers for IPV are marital 

discord and/or low levels of marital satisfaction (Dadds, Schwartz, & Sanders, 1987; 

Stith et al., 2008). A preponderance of the research shows an association between marital 

discord and decreased marital satisfaction and physical aggression in intimate partners 

(Stith et al, 2004; Hotaling & Sugarman, 1990; Cano & Vivian, 2003; Margolin, John, & 

Foo, 1998). Several literature reviews identify marital satisfaction as an important factor 

for IPV with moderate effect sizes across studies despite significant heterogeneity 

between studies related to IPV (Riggs, Caulfield, & Street, 2000; Schumacher, Feldbau-

Kohn, Slep, & Heyman et al., 2001; Stith et al., 2004, 2008). Stith et al. (2012) found 

several contributing factors that are responsible for the heterogeneity within IPV cases 

such as, (1) construct being studied (e.g., satisfaction, discord), (2) instrument used to 

measure satisfaction, (3) gender of perpetrator/victim, and (4) sample type (e.g., 

community, clinical). 

 DeMaris (2000) investigated the role of violence and high levels of conflict in 

over 3,500 couples and found that both were associated with greater marital 

dissatisfaction. Critiques of studies exploring marital satisfaction report social desirability 
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as a confounding factor in participants’ subjective rating of their marriage (Stith et al., 

2008; Visschers, Jaspaert, & Vervaeke, 2017). A study conducted by Williams and Frieze 

(2005) found that despite high volatility and psychological distress represented in highly 

conflictual and violent relationships 27% of the participants characterized their 

relationship as “excellent.” Regardless the meta-analysis conducted by Stith and 

colleagues (2008) found significant and moderate effect size for marital 

satisfaction/discord and acts of IPV.   

 Actuarial methods are empirically proven to be more succinct in assessing risk 

whereas clinical judgment and professional acumen are necessary for determining the 

needs of the family. Therefore the ideal scenario in assessing risk and needs in family 

violence, which to date has not materialized, would include standard policies that rely on 

competent and well trained professionals familiar with the most current and empirically 

tested actuarial methods (Schwalbe, 2008). Risk assessments have been recognized as a 

key factor in preventing intimate partner homicide globally (Stockl et al., 2013), further 

they have been found to be instrumental in assisting victims with safety planning, 

advocacy, counseling and making self-care decisions (Campbell, Webster, & Glass, 

2009; Hilto & Eke, 2017; Kress, Protivnak, & Sadlak, 2008). Further, family violence 

risk assessments can assist professionals in interdisciplinary discussion by providing 

consistent language regarding risk factors and potential for future acts of violence in 

families (Kropp, 2004; Shepard, Falk, & Elliot, 2002).  

 Risk assessment instruments are most effective when utilized under the following 

conditions; (1) best available and current research, (2) clinical expertise, and (3) client 

self-determination (Messing & Thaller, 2015; Gambrill, 2006). As stated previously 
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validated risk assessment instruments have been proven to provide more consistent and 

reliable predictive power for future behavior than clinical judgment alone (Grove et al., 

2000). In recent years there has been significant advancement in the development of 

statistical assessments and standardized decision-making tools to identify and intervene 

in cases of family violence (Messing & Thaller, 2015).  To date, four stand alone IPV 

risk assessments tools designed for general population have been tested for predictive 

validity: the Danger Assessment (Campbell et al, 2003), Domestic Violence Screening 

Inventory (Williams & Grant, 2006; Williams & Houghton, 2004), Spousal Assault Risk 

Assessment (Kropp & Hart, 2000), and the Ontario Domestic Assault Risk Assessment 

(Hilton & Eke, 2017; Table 1).  

Table 1. Empirically Validated IPV Risk Assessment Instruments  

 

Original 
instrument  

Risk 
assessed 

Intended 
user 

Locations 
Validated 

Unique goal Information 
needed 

Adaptations  

DA Lethality; 
re-assault 

Health and 
social 
service 
providers 

Canada, 
USA 

Safety 
planning 

Must have 
access to the 
survivor 

DA-R, 
Lethality 
screen 

SARA  Re-offence Clinicians; 
professional
s with 
advanced 
training 

Canada, 
Spain, 
Sweden, 
USA 

Facilitation 
of safety 
planning 
and court 
rulings 

Must have 
access to 
survivor, 
perpetrator 
and criminal 
justice case 
files 

B-SAFER 

ODARA Re-offence Front line 
police 
officers 

Austria, 
Canada 

Ease of use 
for front line 
officers; 
criminal 
justice 
decision 
making 

Offender 
case file 
information 
needed 

DVRAG 

IPPI-RAT       
DVSI Re-offence Criminal 

justice 
personnel 

Canada, 
USA 

Criminal 
justice 
decision 
making 

Offender 
case file 
information 
needed 

DVSI-R 

Messing & Thaller, 2015 
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 The Intimate Partner Physical Injury- Risk Assessment Tool (IPPI-RAT) was 

developed specifically for the military population as a result of findings from a 

longitudinal study published in 2016 (Stith, Milner, Fleming, Robichaux, & Travis, 

2016). The IPPI-RAT is a 15 item that was found to be an effective tool with an AUC of 

.78 with 95% confidence interval (Stith et al., 2016). According to Stith et al. (2016), it 

was the first of its kind to be specifically designed for military population, as well as, the 

first single tool to include perpetrator characteristics, victim characteristics, relationship 

characteristics and not gender specific. The US Army Family Advocacy Program in cases 

of IPV allegations is currently using the IPPI-RAT. Unfortunately, at the time of this 

study there were not enough cases in which the IPPI-RAT tool had been utilized. 

Therefore, it was not included in the model for this study.         
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CHAPTER 3: METHODOLOGY 
 

3.1 Introduction 
 
 Researchers use Structural Equation Modeling (SEM) across disciplines as the 

analytic technique of choice when the researcher is interested in studying latent 

constructs or unobserved variables (Hooper, Coughlin, & Mullen, 2008; Schreiber et al., 

2006). SEM takes a series of causal processes (structural equations) predetermined and 

grounded in theory (a priori) and test all of them at once in order to statistically determine 

the models fit with the data (i.e. Goodness of Fit). A primary objective in SEM is “to 

determine the goodness of fit between the hypothesized model and the sample data” 

(Byrne, 1994. p.7). Simply stated a good fitting model is one in which the hypothesized 

relationship among the constructs is plausible, where a bad fitting model implies a 

rejection of the theorized relationships suggested by the researcher (Barrett, 2007).  

 While SEM can be used for exploratory purposes (Ulman, 2001), Schreiber et al. 

(2006) describe it as predominately a confirmatory approach and a combination of 

confirmatory factor analysis and multiple regressions. SEM involves two models the (a) 

measurement model (i.e. CFA) and (b) the structural model (Figure 7). The models are 

graphically drawn to represent the hypothesized pathways with ovals/circles representing 

the latent (unobserved variables) and squares or rectangles designating the observed 

variables.  

3.2 Structural Equation Modeling 

3.2.1 Model Specification 

 Model specification guides the determination of which independent variables 

should be included in or excluded from the regression equation with priority given to 
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theoretical support and knowledge of theory related to topic of study versus empirical or 

statistical outcomes (Byrne, 2016). There are three stages to the structural equation 

modeling (1) model specification, (2) estimation of the parameters of the model and (3) 

interpretation of the parameters. Byrne (2016) considers specification the most important 

stage of regression analysis citing that a mis-specified model is the result of either an 

inclusion of a variable that is theoretically irrelevant or in turn excluded a theoretically 

relevant independent variable. Choosing the most relevant variables to include in the 

model helps prevent biased results such as; (a) underspecified (too few) tend to be biased, 

(b) over-specified tend to be less precise (too many), and (c) just right (Frost, 2017 

electronic citation). Frost (2017) recommends the model contain any exogenous variables 

that are specifically being tested in the study as well as other variables that are known to 

affect the dependent variable. When considering model specification the professional 

literature prioritizes theory over statistical measures and values parsimony when 

considering model specification (Zellner, 2001).   

	 The relationship between the constructs selected for the model can be specified as 

(1) association (i.e. non-directional relationship, (2) direct effects, and (3) indirect effects 

(e.g. an intervening variable that either mediates or moderates the effect on the 

endogenous variable; Hoyle, 1995). Arrows connecting the latent factors represent the 

hypothesized relationships in the path diagram with two headed arrows representing 

covariance and single-headed arrows representative of causal relationships between 

factors.   

 The measurement model allows the researcher to examine any interrelationships 

(i.e. covariance) among latent constructs. Factor loadings, unique variances, and 
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modification indexes (i.e. should a variable be dropped or a path added) are estimated to 

determine the best indicators for the proposed latent variables (Schreiber et al., 2006). 

Based on consultation with Dr. Von Sternberg a confirmatory factor analysis was run to 

assess whether the measured variables would load on the latent variables selected in this 

study. 

3.2.2 Model Identification 
  
 Model identification has to do with the relation between the free parameters (t = 

the number of parameters that are to be estimated) and the number of known (observed 

variances (p = number of variables in the model). The number of regression coefficients 

in the structural equations (e.g. parameters) plus the variances and covariance’s of the 

independent variables (Bentler, 2007). There are unique solutions for unknown 

parameters in a just identified model and an over identified model has one or more 

multiple expressions for one or more of parameters, whereas in an under-identified model 

some or all the parameters are unable to be estimated from the data.  

3.2.3 Model Estimation 
 
 Maximum likelihood estimation will be used for this study and is the default 

estimation method for parameter estimates in SPSS and AMOS. In maximum likelihood 

estimation the function of the discrepancy between the observed (co)variances as well as 

substituting iteratively changing parameter estimates for the implied model relationships 

are reproduced (Fang, Li, & Sun, 2005; Hancock & Mueller, 2001). Parameter estimates 

are selected in a manner to maximize the likelihood of the observed data while being 

robust enough to account for violations of normality (Loehlin, 1998).  
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3.2.4 Assessment of Model Fit 
 
 Assessment of model fit is essential to ensure the model fits the data 

appropriately, even though the estimations minimize the difference between the observed 

data and proposed model the fit may be deemed unacceptable. Fit indices, absolute fit 

indices, parsimonious fit indices, and incremental fit indices are statistical tests run to test 

the fit between the observed data and the hypothesized model.  

 The Chi-Square statistic, the Standardized Root Mean Square Residual (SRMR, 

and the Goodness of Fit Index (GFI) are all examples of absolute fit indices that 

determine how well an apriori model fits the sample data while demonstrating which 

proposed model reflects a superior fit (Hooper, Coughlan, & Mullen, 2008; Hu and 

Bentler, 1999). The complexity of the model can affect the fit indices, however the lower 

the Chi-square with an insignificant result at the 0.05 threshold the better the model fits 

(Barrett, 2007). Root Mean Square Error of Approximation (RMSEA) are parsimonious 

fit indices and give statistical support for overall absolute fit and degree of complexity 

required to achieve the best fit. Steiger (2007) suggest that a good fitting model has a cut 

off score of 0.06 with an upper limit of 0.07. Normal Fit Index (NFI) and Comparative 

Fit Index (CFI) test the fit of the model against the baseline model with fewer parameters.  

 Assessing model fit is an important step in structural equation modeling. Multiple 

fit indices above have been considered since each was developed for different purposes 

(Mueller, 1997; Yuan, 2005). Hooper et al. (2008) reported on guidelines for determining 

model fit, which have been adopted for this study. This criteria requires a RMSEA<0.07, 

GFI>0.90, NFI>0.90, CFI>0.90, and SRMR<0.08. 
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3.2.5 Model Modification and Respecification 
  
 Modification and respecification of a model can be done using the statistical 

test known as the Lagrange Multiplier (LM) test, which in SPSS AMOS runs and 

provides the research with modification indices. Based on the modification indices 

covariances between error residuals were added when supported by theoretical 

assumptions. The models are then retested following each adjustment and the fit indices 

are assessed to determine if more residual error covariances or paths should be added. 

Achieving the best fit should not compromise or trump the theory(s) on which the model 

was designed and Byrne (1994) recommends that the researcher should have (1) a 

thorough knowledge of the substantive theory, (2) reviewed multiple indices of fit and (3) 

be attentive to the parsimony of the model to avoid over fitting or “chasing the fit” 

(vonSternberg, 2017).           

3.3 Primary Study Design 
  
 This study involved a secondary analysis of information obtained through a 

routine clinical assessment of individuals referred to the U.S. Army Family Advocacy 

Program following an incident of Intimate Partner Violence between 2014 and 2017 at 

two separate U.S. Army garrisons.      

3.3.1 Participants  
  
 The study was cross-sectional and data was aggregated from a self-report form 

and clinical interview survey conducted by licensed clinical social workers at two U.S. 

Army garrisons within the continental United States. A convenience sample of 251 

alleged perpetrators of IPV were extracted from archived medical records housed within 
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the Family Advocacy Program of the United States Army. Of the 251 cases, 78.9 % were 

male, 72.1% were between the ages of 18 and 30, 44.6% were White non-Hispanic, 

36.3% African American, and 13.5% Hispanic. 56.2 % of the respondents were lower 

enlisted between the ranks of Private (E1) and Sergeant (E5) with 82.7% reporting 

highest level of education being a high school diploma (Table 2). 

Table 2. Demographic Characteristics of Survey Sample (N=251)  
 
Category Number 

n=251 
Percent 

% 
Gender   

Male 198 78.9 
Female 53 21.1 

Ethnicity   
African American 91 36.3 

Caucasian 112 44.6 
Hispanic 34 13.5 

Other 14 5.6 
Age   

18-24 85 33.9 
25-34 126 50.2 
35-44 31 12.4 

45+ 9 3.5 
Education   

High School 206 82 
Associates Degree 19 7.6 
Bachelors Degree 17 6.8 

Masters Degree 9 3.6 
Rank   
Junior Enlisted (E-1 through E-4) 114 45.5 
NCO (E-4 through E-6) 57 22.8 
Senior NCO (E-7 through E-9) 19 7.5 
Company Grade Officer 11 4.4 
Field Grade Officer 1 .4 
Civilian 49 19.4 
  
3.3.2 Procedures        
   
 The data was collected from the Medical Command Form 811 (MEDCOM 811; 

appendix C), it is a self-administered assessment form designed by the U.S. Army 

Medical Command. The form is used as a guide for the Licensed Clinical Social Worker 
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assigned to the Family Advocacy case to complete a BIOPSYCHOSOCIAL assessment 

for service members and their families within 24-48 hours following an allegation of IPV. 

The data was de-identified of Personally Identifiable Information (PII) and entered into 

SPSS (v24) for analysis, which is saved on an external password protected USB drive 

and accessible only by this writer and dissertation committee. The study met the criteria 

for exemption and was approved by the Institutional Review Board through the Office of 

Research Support and Compliance at the University of Texas in Austin, TX (Appendix 

D). 

3.3.3 Definition of Variables        
  
 In accordance with Army Regulation 608-18 governing the Army Family 

Advocacy Program the MEDCOM form 811 is completed for every individual and family 

that is assessed and treated for intimate partner violence incidents. A panel of subject 

matter experts created the form to obtain and assess the behavioral health, psychological 

and social history of military members and their families who may be in need of IPV and 

child abuse emergency and non-emergency support. U.S. Army family Advocacy clinical 

staff (e.g. LCSW’s) assess the clinical and non-clinical needs of individuals and families 

to assess several domains; (1) ensure victim safety, (2) reduce the risk of adverse 

behavioral health events such as suicide, homicide, accidental death, and physical, 

emotional, and sexual abuse and neglect, (3) refer victims and alleged offenders to 

appropriate treatment and case management resources, and to (4) gather information for 

data analysis and reporting purposes for overall program improvement (Siegel, 2016). 

 Data was de-identified of PII and collated into a spreadsheet later transferred into 

a SPSS document for analysis. The overall document was trimmed to contain only 
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variables (e.g., Combat Exposure, Post Traumatic Stress symptoms, Substance Use, 

Psycho-social Stressors, Adverse Childhood Experiences, Relationship Satisfaction, and 

IPV/aggression Risk) theoretically supported and in line with the goals of this study. 

Each part of the assessment form included clear instructions on how to complete each 

question (see Appendix 1). The form was then reviewed for any missing sections by 

clinical staff within the Army Family Advocacy Program. Clinical staff in collaboration 

with the Soldier utilizes the form to identify needs and formulate a treatment plan.  

 (1) Combat Exposure. The latent variable of combat exposure is conceptually 

defined as mobilization and deployment history extracted from MEDCOM 811 that asked 

the participant to record (a) number of previous times they had been deployed, (b) the 

location of deployment, and (c) whether they had been exposed to combat. Time in 

Service (TIS) and the respondents rank were included as both measures have a direct 

effect on a Soldiers opportunity to deploy and their job performed while down range.   

 (2) Post Traumatic Stress (PTS). The prevalence rate of PTSD among military 

service members is higher (11-13%) than that of general population (7.8%) (Ouimette, 

Wade, Prins, & Schohn, 2008).  The Primary-Care PTSD screen (PC-PTSD; table 3) was 

part of the clinical assessment conducted by the Army Family Advocacy Program. 

Responses from the PC-PTSD are included in this study to measure symptomology 

related to Post Traumatic Stress even if a formal diagnosis was not present. The PC-

PTSD is a 4-item screen developed for use in medical settings. Results are considered 

‘positive’ if the patient answers “yes” to any three items (Prins, Ouimette, & Kimerling, 

2003). The PC-PTSD screen was empirically validated and shown to have a sensitivity of 

.78 and specificity of .87 (Prins et al., 2003; Weathers, Keane, & Davidson, 2001). The 
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PTS variable is represented as a manifest or observed variable the total score for each 

respondent on the PC-PTSD was summed and entered into SPSS.  

Table 3. PC-PTSD Instrument 
 
In your life, have you ever had any experience that was so frightening, horrible, or upsetting that, in the 
past month, you…. 
Question Response 
1. Have had nightmares about it or thought about it when you did 
not want to? 

1 = yes, 2 = no 

2. Tried hard not to think about it or went out of your way to avoid 
situations that reminded you of it? 

1 = yes, 2 = no 

3. Were constantly on guard, watchful, or easily startled? 1 = yes, 2 = no 
4. Felt numb or detached from others, activities, or your 
surrounding? 

1 = yes, 2 = no 

Ouimette, P., Wade, M., Prins, A., & Schohn, M. (2008). Identifying PTSD in primary care: Comparison of 
the primary care-PTSD screen (PC-PTSD) and the general health questionnaire-12 (GHQ). Journal of 
Anxiety Disorders, 22(2), 337-343. doi:10.1016/j.janxdis.2007.02.010 
 
 (3) Substance Use-  Substance use/abuse is a known correlated to the perpetration 

of intimate partner violence. This variable was measured by a series of questions 

empirically supported in the literature (Table 4; Peruzi & Bonger, 1999; Campbell, 1995; 

Gondolf, & White, 2001; Bressert, 2006; Riggs, Caulfield, & Street, 2000; Mayfield, 

Mcleof, & Hall, 1974). The four questions to assess the conditions and severity of the 

participant’s drug and alcohol use come from the CAGE questionnaire (Appendix C; 

Ewing, 1984)).  Respondent answers to the substance use assessment section of 

MEDCOM 811 were entered individually in the model and collectively used to make up 

the latent construct ‘substance use’ used in the model.  
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Table 4. Substance Use Questions and Response 
 
Questions Response Citation 

1. Have you ever felt you 
should cut down on your 
drinking? 

1 = yes, 
2 = no 

CAGE questions 

2. Have people annoyed 
you by criticizing your 
drinking? 

1 = yes, 
2 = no 

CAGE questions 

3. Have you ever felt bad 
or guilty about your 
drinking? 

1 = yes, 
2 = no 

CAGE questions 

4. Have you ever had a 
drink first thing in the 
morning to steady your 
nerves or to get rid of a 
hangover (eye opener)? 

1 = yes, 
2 = no 

CAGE questions 

 U.S. Army, MEDCOM FROM 811, June 2012 ; Ewing, 1984 

 
 (4) Psychosocial Stress- Psychosocial stressors conceptually represent current 

stressors or adverse experiences that the respondent acknowledged was ongoing at the 

time of the IPV allegation. The assessment was done within 24-72 hours of the initial 

event of IPV. Respondents were given 6 domains of psychosocial stressors, each 

containing between 6-8 predetermined stressors that were listed on the assessment form 

MEDCOM 811. Respondents were asked to “click all that apply” under the following six 

domains representing categories of stress; (1) Marital Relationship. (2) Social, (3) 

Military, (4) Legal, (5) Personal, and (6) Occupational (Table 5). The individual 

responses to respective domains were tallied and entered into SPSS as continuous 

variables and loaded onto the latent factor labeled ‘psychosocial stressors’ which 

contribute to the participants allostatic load. Psychosocial Stress is represented as a latent 

construct in the model measured by the sum of positive responses for each of the 6 

domains. 
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Table 5. Psychosocial Stressor Response Options 
 
Marital Recent or pending divorce, Separation, Infidelity, 

Abuse, Fighting/disagreements, Alcohol/drugs, 
Sexual, Death, Birth, Illness (EFMP) 

Social Loss of friends, Broken romance, Loneliness, Lack 
of social support, Transportation, 
Religious/spiritual, Neighbor/housing, 
Other(describe) 

Military Deployment, Recent move, Pending move, Job 
related, ETS/Retirement, Chapter/Separation, 
Promotion issues, Weight/PT problems 

Legal Letter of Reprimand, Article 15, Court Martial, 
Arrested, Probation/Parole, Criminal, Family, Child 
Custody, Protective Order, DUI 

Personal Financial, Physical Assault, Behavioral Health, 
Sexual Assault, illness, Injury, other 

Occupational Conflict with supervisor(s), Excessive Hours, 
Fired/Relieved, Discrimination, Harassment, 
Boring/Meaningless, Other 

U.S. Army, MEDCOM FORM 811, June 2012 
 
 (5) Adverse Childhood Experiences- Information related to developmental and 

psychosocial history was obtained as part of the assessment process. In this section seven 

(Table 6) of the original ten (appendix A) adverse childhood experiences referenced in 

the original Ferlitti study were recorded. The Ferlitti study assessed the number of 

adverse childhood experiences and found a dose-response effect with 4 or more being 

significantly related to maladaptive health and behavior choices later in life, as well as 

greater risk for adverse health outcomes. For this study the total number of ACE’s for 

each participant was entered as a continuous variable to measure the sum of adverse 

childhood experiences reported.  
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Table 6. Adverse Childhood Experiences Question’s on MEDCOM 811 
 
1. Are you parents still married to one 
another? If they divorced, how old were 
you when they divorced? 

1 = yes 2 = no 
Age = continuous variable, only those 18 
years old and younger whose parents 
divorced were included in the study  

2. What was it like in your home? 1 = loving, 2 = comfortable, 3 = 
supportive, 4 = chaotic, 5 = abusive, 6 = 
other, 7 = loving, comfortable, supportive, 
8 = chaotic, abusive 

3. Family SES 1 = poor, 2 = lower middle class, 3 = 
middle class, 4 = upper middle class, 5 = 
wealthy 

4. Did your parents physically fight? 1 = yes, 2 = no 
5. Were you emotionally, physically, or 
sexually abused, neglected or sexually 
assaulted as a child? 

1 = yes, 2 = no 

6. Any parent or caregivers have a mental 
illness? 

1 = yes, 2 = no 

7. Any parent or caregivers suffer from 
alcoholism or drug addiction? 

1 = yes, 2 = no 

U.S. Army, MEDCOM 811, June 2012 
  
 

 (6) IPV/Aggression Risk- The latent construct of IPV risk was measured by four 

questions extracted from MEDCOM form 811 and were selected following an extensive 

review of the empirical literature related to the assessing risk and the predictive traits for 

intimate partner perpetration and aggression. Each of the four responses is a theoretically 

and empirically validated correlate to IPV risk (Table 7.) 
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Table 7. IPV Risk Variable 

Question Citation 

What is your current level of 
emotional pain or distress? 
 
Responses were recorded using a 
Likert scale ranging from 0 (pain 
free) to 10 (totally disabling)   

• Ajzen, I., & Fishbein, M. (Eds.). (1980) Understanding attitudes and 
predicting social behavior. Englewood-Cliffs, NJ; Prentice-Hall.  

• Loewenstein, G.F., Weber, E., Hsee, C.K.,& Welch, N. (2001) Risk as 
feelings. Psychological Bulletin, 127(2), 267-286 

How often do you perceive you 
have failures in your life? 
 
Respondents were given four 
responses to choose from; Never, 
Rarely, Occasionally, or Frequently 

• Swanson, J.W., et al. (1990) Violence and psychiatric disorder in the 
community: Evidence from the epidemiologic catchment area surveys. 
Hospital and Community Psychiatry, 41(7) 

• Hilton, N. Z., Harris, G. T., Rice, M. E., Lang, C., & Cormier, C. A. 
(2004). A brief actuarial assessment for the prediction of wife assault 
recidivism: The ODARA. Psychological Assessment, 16(3), 267-275. 

• Joiner, T. & Rudd, M.D. (Eds.). (2000) Suicide Science: Expanding the 
boundaries. Norwell, MA: Kluwer Academic Publishers.  

Respondents were asked to mark yes 
or no to eight questions asking about 
current and previous experience 
with anger/aggression toward 
intimate partners. The sum of 
positive responses was entered into 
SPSS for analysis.  
1. Are you currently angry at anyone 
or about any situation? 
2. Do you have thoughts or plans to 
harm or kill another person? 
3. Have you recently broken objects 
or hurt yourself, others 
(emotionally, physically, sexually), 
or an animal due to anger? 
4. Are you currently involved in 
physical, emotional, or sexual abuse 
of anyone? 
5. Do you have a restraining order in 
place against you? 
6. Have you been charged or 
convicted of an offense of assault, 
battery, or abuse? 
7. Do you have weapons in your 
home ( firearms, switchblades, knife 
collection)? 
8. Have you recently had a 
relationship break-up, separation, or 
divorce due to you or your intimate 
partner’s anger/aggressive behavior? 

• Campbell, J. C., Sharps, P,. & Glass, N. (2001). Risk assessment for 
intimate partner homicide. In G. F. Pinard and L. Pagani (Eds.), Clinical 
Assessment of Dangerousness: Empirical Contributions (pp. 137-157). 
New York, NY: Cambridge University Press.  

• Hare, R.D. (2004). Hare Psychopathy Checklist Revised (2nd ed.). 
Canada: NCS Pearson, Inc.  

• Heilbrun, K., & Kramer, G.M. (2001). Update on risk assessment in 
mentally disordered populations. Journal of Forensic Psychology 
Practice, 1(2), 55-63.  

• Hilton, N. Z., Harris, G. T., & Rice, M. E. (2001). Predicting violence by 
serious wife assaulters. Journal of Interpersonal Violence, 16, 408-423. 

• Hilton, N. Z., Harris, G. T., Rice, M. E., Lang, C., Cormier, C. A., & 
Lines, K. (2004). A brief actuarial assessment for the prediction of wife 
assault recidivism: The Ontario Domestic Assault Risk Assessment. 
Psychological Assessment, 16(3), 267-275. 

• Riggs, D. S., Caulfield, M. B., & Street, A. E. (2000). Risk for domestic 
violence: Factors associated with perpetration and victimization. Journal 
of Clinical Psychology, 56, 1289-1316.  

• Saunders, D.G., & Browne, A. (2000). Intimate partner homicide. In R. T. 
Ammerman & M. Hersen (Eds.), Case studies in family violence (pp. 
415-449). New York, NY: Kluwer Academic/Plenum Publishers.	

U.S. Army, MEDCOM 811, June 2012 
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3.4 Data Analysis  

3.4.1 Data Cleaning 
  
 Data cleaning is the process of amending or the removal of data that is incorrect, 

incomplete, or improperly formatted. Descriptive statistics will be generated for each 

variable of interest and examined for outliers and missing data. I also tested bivariate 

associations among observed variables using Pearson correlation coefficients.  

3.4.2 Instrument Reliability and Validity 
 
 The questionnaire was primarily designed as a screening tool and many of the 

questions related to the variables of interest were extrapolated from empirically validated 

instruments (e.g., The Ontario Domestic Assault Risk Assessment, Quality of Marriage 

Index, PTSD Checklist, and The CAGE). However, because variables come from 

screening tools rather than the full instruments it is not possible to assume validity 

without further testing. Confirmatory factor analysis, an application of SEM, will be used 

to test scale validity and to assess how well the measures reflected their intended 

constructs.  

3.4.3 Sample Size 
 
 Structural Equation Modeling is suitable for analyzing large sample data; fewer 

cases may be used when models have fewer parameters (Kline, 2011). A minimum 

sample size of 200 is recommended to preserve statistical power and to achieve more 

precise parameter estimates and standard errors (Loehlin, 2016, Lomax & Schumacker, 

2004).  The sample size (N = 251) exceeds the minimum number of cases recommended 

(Wolf, Harrington, Clark, & Miller, 2013). 
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3.4.4 Research Questions 
 
1. Will the overall model specified in Figure 7 show a satisfactory degree of fit to the 
observed data? 
 
2. Will adverse childhood experiences have a statistically significant effect on the 
relationship between psychopathology, substance use, combat exposure and IPV risk? 
 
3. Will allostatic load have a statistically significant effect on the relationship between 
psychopathology, substance use, combat exposure and IPV risk? 
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CHAPTER 4: RESULTS 
 

4.1 Introduction         
  
4.2 Descriptive Characteristics 
 
 The sample for this study is comprised of Active Duty members (N=251) seen by 

the Army Family Advocacy Program (FAP) for an allegation of IPV between 2014 and 

2017. Most participants were Male (79%) and either Caucasian (45%) or African 

American (36%). Almost half of the respondents were junior enlisted (45.5%).  The 

average age of the participants was 29 years old and nearly half (46%) reported some 

college education (see Table 2 for complete demographic information).  

 The data for this study, retrieved from MEDCOM Form 811, provided 

information on Adverse Childhood Experiences, Substance Use, Combat Experience, 

Post Traumatic Symptoms, Allostatic Load, and Intimate Partner Aggression Risk. 

Adverse Childhood Experiences was a calculated sum of affirmative responses to seven 

items related to non-normative experiences during respondents’ childhoods (e.g., parent 

with mental illness or substance abuse issue, divorce, childhood abuse). As discussed in 

Chapter 2, each affirmative response has been shown to have a dose-response 

relationship on maladaptive coping behaviors and adverse health outcomes in adulthood, 

with a score of four or more indicating greater risk. Among 251 participants in this study, 

41 (16.3%) reported no ACEs; 210 had two or more; and 87 (34.7%) reported four or 

more. 

 Substance use was measured with the CAGE questionnaire, a widely-used 

screening tool for identifying individuals exhibiting problem drinking or at risk for 
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potential alcohol problems. A meta-analysis conducted by Shields et al. (2004) of 22 

studies reported a median internal consistency of α=.74 for the CAGE questionnaire. The 

questionnaire involves four questions detailed in Chapter 3. A response of “2” or more 

indicates the possibility of alcoholism and further evaluation is recommended (Ewing, 

1984). 206 participants reported “No” to any or all of the CAGE questions and 34 

participants answered “Yes” to two or more. The CAGE is designed as a self-report 

questionnaire. As such, a limitation cited in the literature is that social desirability bias 

can result in minimization of actual alcohol use or failure to answer with transparency 

(Apgar, 2017). Due to the nature of the study population in this dissertation research and 

the attention placed on hazardous drinking (along with regulations surrounding referral to 

the Army Substance Abuse Program), this variable may not fully account for the role 

substance use in Intimate Partner Aggression. During analysis, the substance use variable 

was highly positively skewed and did not contribute to the model. For this reason, and 

because of model parsimony, it was removed from the final model.  

 Combat Exposure is a latent construct measured by number of deployments, 

deployment location, and perceived level of threat during deployment. Among 251 

participants, 156 had never deployed. The 95 remaining participants who had deployed 

over the last 10 years were stationed in various parts of Iraq and Afghanistan, endorsing 

varying degrees of perceived threat with 52 (21%) Soldiers reporting high levels of 

perceived threat.   

Posttraumatic Stress was measured using the PC-PTSD scale. The PC-PTSD scale 

is a 4-item screener, with individuals screened for posttraumatic stress and administered a 

brief structured interview for PTSD if they answer “Yes” to any three items of the four. 
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There were a total of 69 (27.5%) participants that answered affirmative to three 

questions, with 40 answering “Yes” to all four questions.  

 Allostatic Load in this study is a latent variable that represents the accumulation 

of psychosocial stressors that result in physiological consequences. For this study, the 

construct of allostatic load is measured by the sum of endorsed stressors within six 

independent domains (Marital, Personal, Military, Social, Legal, and Occupational). 

Participants were asked to mark all that apply to several identified stressors under each 

domain. Affirmative responses were summed and recorded as a continuous variable. 

1. Marital Stressor  
 

Participants were asked about recent or pending divorce, separation, infidelity, 

abuse, fighting/disagreements, alcohol/drugs, sexual, death, birth, and illness. Almost half 

(n=118, 47%) of the participants reported one or no marital stressors, with remainder of 

participants endorsing two or more. Twenty-nine percent (11.6%) reported four or more 

marital stressors.  

2. Personal Stressor  
 

Participants were asked about financial burdens, physical and behavioral health 

issues, history of sexual assault, illness, or injury. Most participants, (n=189,75.3%) 

reported one or no personal stressors, with the remainder of participants endorsing two or 

more and 18 (7.2%) reporting four or more.  

3. Military Stressor  
 

Participants were asked about deployment, recent moves, pending moves, leaving 

the service/retirement, chapter/separation, promotion issues, and weight/PT problems. 

Most participants (n=192, 78.5%) reported one or no military stressors, with the 
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remainder of participants endorsing two or more and six (2.4%) reporting four or more 

military stressors.  

4. Social Stressor  
 

Participants were asked about loss of friend(s), broken romances, loneliness, lack 

of social support, transportation, religious/spiritual concerns, and neighbor/housing 

issues. 182 (72.5%) Soldiers in the sample reported one or no social stressors, with the 

rest of participants reporting two or more, and 13 (5.2%) reporting four or more.  

5. Legal Stressors  
 

Participants were asked about letters of reprimand, Article 15 (non-judicial 

hearings/punishment established in the Uniform Code of Military Justice), court martial, 

arrests, probation/parole, criminal, family-related legal issues, child custody, protective 

orders, and DUIs. There were 188 (73.3%) Soldiers reporting one or no legal stressors, 

with the remainder reporting two or more, and ten (4%) reporting four or more.  

6. Occupational Stressor  
 

Participants were asked about conflict with supervisors, excessive hours, relieved 

from position, discrimination, harassment, and whether they felt their work was boring or 

meaningless. A majority of the sample (n=231, 92%) reported one or no occupational 

stressors while the rest reported two or more and four (1.6%) reported four or more 

occupational stressors.   

 In the present study, Risk for Intimate Partner Aggression was a latent construct 

measured by three observable variables based on IPV literature: Current Level of 

Emotional Pain or Distress; Perception of Failures in Life and the Anger/Aggression 

Scale. Only twenty-four (9.6%) participants reported no emotional pain. 124 (49.2%) 



	

	 49	

respondents reported mild to moderate emotional pain. The rest (n=103, 41.2%) reported 

moderate to severe, with eleven respondents reporting their emotional pain as “Totally 

Disabling” (Table 8). Among 251 participants, 150 (59.7%) reported rarely or never 

perceiving they have failures in life; 101 (40.3%) reported occasionally or frequently 

perceiving that they have failures in their life (Table 9). The sum score of eight questions 

associated with aggression and IPV were recorded as a continuous variable made up the 

third measured variable for the construct of IPV risk (Table 10). 

Table 8. Current Level of Emotional Pain or Distress 

Response Frequency %  Cumulative % 
(1) Pain Free 24 9.6 9.6 
(2) Mild 9 3.6 13.1 
(3) 37 14.7 27.9 
(4) 51 20.3 48.2 
(5) Moderate 27 10.8 59 
(6) 35 13.9 72.9 
(7) 23 9.2 82.1 
(8) Severe 13 5.2 87.3 
(9) 21 8.4 95.6 
(10) Totally Disabling 11 4.4 100.0 
Variable: Depression_distress 
Question: What is your current level of emotional pain or distress? 
Data Source: MEDCOM Form 811 

 
Table 9. Failure in Life  

 
Response Frequency % Cumulative % 
Never 42 16.7 16.7 
Rarely 108 43 59.8 
Occasionally 73 29.1 88.8 
Frequently 28 11.2 100.0 
Total 251 100  
Variable: SelfHarm_failure 
Question: How often do you perceive you have failures in your life? 
Data Source: MEDCOM Form 811 
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Table 10. Aggression Scale 
 

Response Frequency % Cumulative % 
1 59 23.5 23.5 
2 61 24.3 47.8 
3 52 20.7 68.5 
4 42 16.7 85.3 
5 37 14.7 100 
Total 251 100.0  
See Table 7 for detailed list of questions corresponding with response  
Data Source: MEDCOM Form 811 

 
 
4.3 Assumptions of Structural Equation Modeling (SEM) 
  
4.3.1 Linearity 
  
 An assumption of SEM is linearity; exogenous and endogenous variables with an 

inconsistent relationship can impact SEM analysis. To test for linearity, a deviation from 

linearity test via an ANOVA in SPSS (Version 23) was run for each individual 

exogenous and endogenous relationship. Evaluation of the ANOVA table output showed 

a p-value for deviation for all variables in the model as non-significant (p > .05). The 

variables were deemed sufficiently linear to proceed with analysis.  

4.3.2 Correlation 
 
 To assess for multicollinearity issues, a correlation analysis was run to explore 

bivariate correlations among the study variables. I calculated the Variable Inflation Factor 

(VIF) for each exogenous variable after running a multivariate regression. O’Brien 

(2007) recommends the following thresholds for evaluating Variable Inflation Factor: 

VIF < 3 (no problem), VIF > 3 (potential problem), VIF > 5 (problematic). After running 

the multivariate linear regressions for each variable, two measured variables that were 

loading on to the latent variable Combat Experience caused potential multicollinearity 
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issues. For this reason, I decided to remove Combat Experience as a latent variable and 

use the single observed variable “Number of Deployments” in its place. 

4.4 Analyses Related to Research Questions     
   
4.4.1 Measurement Model Fit 
 
 A confirmatory factor analysis (CFA) was conducted to test the proposed model 

with latent variables covaried (Figure 3). A CFA was carried out to ensure that the 

observed variables loaded onto the proposed latent variable, output for subscales and 

individual latent variables precedes the full measurement model below. A CFA was run 

on the full measurement with all latent constructs to examine modification indices and 

determine if, based on existing theory, any error terms should be covaried to improve 

model fit. As noted above, descriptive statistics were run on the data set using SPSS 

(Version 23). There were no missing data. No issues with linearity or multicollinearity 

were observed. The CFA is important to ensure a good fit of the proposed latent variables 

before moving to the structural equation model which includes all variables—latent, 

observed, and controls (Byrne 2016). Goodness of fit was assessed using guidelines 

reported by Hooper et al. (2008). These criteria recommend a chi-square < 3 (p > .05), 

RMSEA< 0.07, GFI > 0.90, and CFI > 0.90.  

4.4.2 Contribution of Subscale Measure and Latent Factors  
  
 Each standardized factor loadings from the maximum likelihood (ML) regression 

estimates were examined for the statistical significance. Figures 5 and 6 reflect the 

standardized factor loadings which indicated the individual strength of each observed 

variable regarding the measurement of the latent construct based on data from the sample 



	

	 52	

(N=251). Larger factor loadings represent greater variance of the observed variable 

explained.   

 All six measures for Allostatic Load (Figure 3) loaded moderately well; personal 

stressors (Stressor_personal) was the strongest item that loaded on allostatic load (β = 

.561), indicating allostatic load accounted for 31.4% of the variance of personal stressor. 

All of the other measured variables were slightly lower but ranged between .369 and .561 

(Table 11). 

 
Figure 3. Standardized Solutions of the Measurement Model for Allostatic Load 

 
 

Table 11. Standardized Factor Loadings and Variance by Indicator Variables 
Explained by Latent Variable Allostatic Load 
 

Indicator Factor Loading Variance Explained (%) 
Stressor_Marital .442*** 19.5 
Stressor_Personal .561*** 31.4 
Stressor_Social .487*** 23.7 
Stressor_Military .528*** 27.8 
Stressor_Legal .557*** 31.0 
Stressor_Occupational .369*** 13.6 
*p<0.05,**p<0.01,***p<.001 
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The latent construct for IPV Risk was initially measured with four variables but 

marital satisfaction had a low loading (β = .247). In addition, marital satisfaction was a 

controversial variable in the literature due to inconsistent responses from participants 

(Stith, 2008). Stith (2008) found that some individuals reported higher levels of marital 

satisfaction even in the presence of high levels of conflict (including violence).  

The following three indicator variables retained in this structural model were: 

Level of Emotional Distress, Feelings of Failure, and the sum score of an Aggression 

Scale (Figure 6). Of the three indicator measures, the respondents’ perception of failure 

in life (Self_Harm Feeling) had the highest factor loading (β = .691). Factor loadings for 

Depression_distress and Aggression measures were .596 and .421, respectively (Table 

12). 

 
Figure 4. Standardized Solutions of the Measurement Model of IPV Risk 

 
 
 
Table 12. Standardized Factor Loading and Variance of Indicator Variables  
Explained by Latent Variable IPV Risk 
 

Indicator Factor Loading Variance Explained (%) 
Depression_Distress .615*** 37.8 
SelfHarm_Failure .614*** 37.6 
Aggression_total .496*** 24.6 
*p<0.05,**p<0.01,***p<.001 
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Figure 5. Measurement Model 
 

 

 
The measurement model has 45 sample moments and 19 parameters to be 

estimated, resulting in 26 degrees of freedom and, thus was over-identified. The fit 

statistics for the baseline model were: x2 = 181.23 (p < .05), CMIN/DF= 1.886 (p <.05), 

RMSEA = .060 (.033 - .085; p > .05), GFI = .953, and CFI = .924. The model appeared 

to be a good fit. After inspection of the modification indices, no additional paths were 

deemed to add value and therefore covariances were not added to the model. Estimates 

from model were examined for identification of paths that were not statistically 

significant and could be removed in order to identify the most parsimonious model. All 

paths were significant (α = .001) and therefore no paths were removed (Table 13). 

Results showed a positive association between Allostatic_load and IPV_Risk, (r(26) 

=.76, p <.001). 
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Table 13. Unstandardized and Standardized Regression Weights and Standard  
      Errors for Measurement Model in Figure 3 (N = 251) 
 

Parameter Estimate b SE β 
Stressor Occupational <-Allostatic Load .459*** .115 .367*** 

Stressor_Legal <- Allostatic Load 1.053*** .217 .527*** 

Stressor_Military <- Allostatic_Load .986*** .202 .531*** 

Stressor_Social <- Allostatic Load 1.108*** .227 .533*** 

Stressor_Personal <- Allostatic Load .872*** .177 .546*** 

Stressor_Marital <- Allostatic Load 1.000 - .421*** 

Aggression_total <- IPV_risk .479*** .073 .496*** 

SelfHarm_failure <- IPV_risk .363*** .050 .614*** 

Depression_ distress <- IPV_risk 1.000 - .615*** 

*p<0.05,**<0.01,***p<.001 
x2 (26) = 49.05 (p < .05), CMIN/DF= 1.886 (p <.05), RMSEA = .060 (.033 - .085; p > .05), GFI = .953 , CFI = .924 

 
 
4.4.3 Structural Model Fitness 
  
 The CFA model and observed variables were used to construct the full model, or 

structural equation model. Consistent with the hypothesis of this study, directional paths 

were added (Figure 6).  
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Figure 6. Structural Model 

 

  ** Not all direct paths shown 

 

 The structural equation model was determined to be a satisfactory fit for the data 

(x2 (55) =  100.908, p <.001), CMIN/DF= 1.835 (p <.001), RMSEA = .058 (.040-.075; 

p>.05), GFI = .939 , CFI = .902). These results indicated that, overall, the hypothesized 

structural model showed a satisfactory degree of fit to observed data (Research Question 

1). To answer the remaining questions for this study, model estimates were examined for 

significance of direct and indirect effects of variables in the model (Figure 5; Table 13). 

Several hypothesized pathways were not found to be significant.  
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Table 14. Standardized Estimates for Pathways Between ACEs, PTS,  
Deployment,Allostatic Load, and IPV Risk 

 
Path β p-value 

PTS ßACEs .120 .057 

Allostatic_load ßACEs .219 ** 

Allostatic_load ß PTS .442 *** 

Allostatic_load ß Deployments .119 .125 

IPV_risk ß ACEs .069 .336 

IPV_risk ß PTS .368 *** 

IPV_risk ß Deployment -.117 .101 

IPV_risk ß Allostatic_load .579 *** 

Allostatic_load ß PTS ßACEs .053 - 

IPV_risk ß Allostatic_load ßACEs .127 ** 

IPV_risk ß Allostatic_load ßPTS .257 *** 

IPV_risk ß Allostatic_load ßDeployment -.068 - 

*p<0.05,**p<0.01,***p<.001 

 
 
Question 2: Will adverse childhood experiences have a statistically significant effect 
on psychopathology, substance use, combat exposure, allostatic load and IPV risk? 
 
 To answer research question #2, the specific model relationships —direct effect, 

indirect effect and correlations—were examined while controlling for gender. The 

strength of the relationships between latent variables is represented by standard path 

coefficients. As such, the higher the path coefficient, the stronger effect it is had on the 

dependent variable. Results from the ML estimate were used to determine if there were 

significant path effects. The unstandardized regression weights revealed that ACEs did 

not have a significant relationship with any endogenous variables (p > .05) except for 

Allostatic Load (p < .05; Table 13). The model suggested that Allostatic Load for active-
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duty service members had a significant direct effect on IPV risk (β = .579, p < .001) and 

explained 33.5% of the variance of IPV risk. ACEs had a direct effect on Allostatic Load  

(β = .219, p < .05). Allostatic Load positively and fully mediated the relationship between 

ACEs and IPV Risk since ACEs did not have a significant direct effect on IPV Risk.  

 
Question 3. Will allostatic load have a statistically significant effect on the 
relationship between psychopathology, combat exposure and IPV risk? 
 
 To answer this question, path coefficients and direct and indirect effects were 

examined while controlling for gender. The ML path estimate results were used to 

determine significant effects. Examination of unstandardized regression weights revealed 

that Allostatic Load had a significant direct effect on IPV_Risk (β = .579 p < .001) (Table 

14). Combat exposure did not have a significant direct effect on IPV risk, either directly 

or indirectly, through Allostatic Load. Posttraumatic stress had a direct effect on IPV risk  

(β = .368, p < .05) and indirect effect on IPV risk through allostatic load (β = .213, p < 

.001), with a total effect of: β = .581 (p < .001).  Allostatic Load mediates the relationship 

between posttraumatic stress and IPV_risk. The effect of ACEs on IPV risk was through 

its direct effect on Allostatic Load (β = .219, p < .05), accounting for 5% of the variance 

in Allostatic Load.
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Figure 8. Structural Equation Model with Unstandardized Regression Weights 
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CHAPTER 5: DISCUSSION 
  

5.1 Study Summary 
         
 The purpose of this study was to investigate the relationship of known correlates of IPV 

risk such as combat exposure, posttraumatic stress symptoms, and substance use, specifically 

looking at whether Adverse Childhood Experiences and Allostatic load had a mediating or 

moderating effect on IPV risk in military service members. The sample for this study involved 

active duty service members who were being seen by providers assigned to the Army Family 

Advocacy Program (FAP) following an allegation of intimate partner violence. The data was 

extracted from medical records for service members that had experienced some form of intimate 

partner violence in varying degrees of severity within the previous week of their visit to FAP.  

5.2 Discussion of Results  
        
 In this section, the individual contributions of each of the variables as well as there 

significance to the overall model will be discussed. Three variables (ACEs, posttraumatic stress, 

and allostatic load) significantly contributed to the model.  However, combat exposure and 

substance use did not have a significant contribution. Possible reasons for the lack of 

significance of variables such as substance use and combat exposure will be further discussed in 

a later section.   

5.2.1 Effects of Combat Exposure  
 
 During the specification of the model, Combat Exposure was originally created as a latent 

variable to capture multiple ways that one might quantify a combat experience. Combat exposure 

was initially a latent variable, which was measured by three continuous variables, yet what 

would later be revealed as overlapping measures: number of deployments, deployment location, 
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and perceived threat. Early in the analysis it became clear that deployment location while 

valuable in a traditional regression as an individual independent variable did not contribute to the 

latent construct. Further, perceived threat contact and deployment location appeared to be highly 

correlated and moderately skewed. Therefore not providing much in the way of individual 

contribution. Subsequently, they were removed from the model and only “number of 

deployments” was retained and introduced into the model as a manifest variable.  

 Number of deployments is an interesting variable for multiple reasons in that it not only 

reflects greater probability of experiencing direct contact with combatant forces but also reflects 

the amount of time and number of re-integrations that the service member and his/her family 

have endured. However, number of deployments had a very low loading on IPV aggression risk 

and allostatic load and was not significant. This may have been a result of several elements 

related to the way the variable was measured. Soldier’s do a wide range of job’s down range and 

the number of deployments is not synonymous with engaging in combat or direct interaction 

with combatants, which may have contributed to the non-significant loading on allostatic load or 

relational conflict. Further, the timing and location of their deployment (i.e., peace-keeping, 

combat) could influence their perceived level of stress as well as impact on the family depending 

on marital status at the time of the deployment. It was retained in the model due to apriori 

support found in the literature but may have contributed more to the model if it had been an 

exogenous variable that loaded on psychopathology which is beyond the scope of this study.   

5.2.2 Effects of Psychopathology      
  
 Psychopathology for the purpose of this study specifically looked at posttraumatic stress 

symptoms. Using a validated screening instrument the PC-PTSD the measured variable was a 

sum-score of 4 questions, with three or more prompting a formal PTSD evaluation. Medical 
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diagnosis of participants in this study was not known and many of the participants may have 

never been formally diagnosed with PTSD, yet continue to serve and function in their role in the 

armed forces.  

 Posttraumatic stress had a significant direct effect on IPV risk. This finding is consistent 

with decades of research on the relationship between posttraumatic stress and intimate partner 

violence (Novaco & Chemtob, 1998; Taft et al., 2011, 2013; Tasso, Whitmarsh & Ordway, 

2016). It was unknown if respondents had every been diagnosed with a Posttraumatic Stress 

Disorder (PTSD), however any positive answer to any of the four questions on the PC-PTSD 

represent symptoms synonymous with PTSD. Many studies now show that sub-threshold PTSD 

a term for individuals that have a stress response following trauma but don’t meet the full criteria 

for PTSD share similar comorbidity with those who carry a formal diagnosis (Yarvis & Schiess, 

2009; Yarvis, Bordnick, Spivey, & Pedlar, 2005). In this sample of military service members 

post traumatic stress directly accounted for 14% of the variance in IPV risk.  

 Posttraumatic stress also had a significant indirect effect on IPV risk through allostatic 

load. Allostatic load appears to partially mediate the relationship between Posttraumatic stress 

and IPV risk. The Posttraumatic stress symptomology has been shown to have a deleterious 

effect on social functioning and feelings of connectedness (Hall, 2012; Tasso, Whitmarsh, & 

Ordway, 2016). Soldiers often attempt to manage their posttraumatic stress symptoms without 

evidenced based treatment, medication, or the help of others,  (Reger et al., 2013). Those who 

experience trauma related stress have reported difficulty in interpersonal communication, 

relationship dissatisfaction, and reduced tolerance for stress (Batten et al., 2009). This adds to the 

complexity given that studies suggest the effects of posttraumatic stress were not the greatest 

predictor of seeking help but rather social encouragement and social interference (Interian, Kline, 
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Callahan, & Losonczy 2012). The Soldier’s social support and personal connectedness or lack 

thereof both influence an individuals allostatic load and appear to be strong contributors to risk 

intimate partner violence. Following an allegation of family violence a Soldier will often fear 

that their career or future is in jeopardy. Interestingly, legal and military stressors were the two 

largest contributors to the latent construct of allostatic load which in turn increases the risk of 

future acts of IPV if goes unnoticed.  

5.2.3 Effects of Substance Use  
      
 Substance use is well established in the empirical literature for being correlated with IPV. 

The screening instrument used for this measureable variable was the CAGE   instrument, which 

as explained earlier, has a high reliability score. However, substance use not only had a low 

loading on allostatic load and IPV risk it also proved not to be significant. This was an 

interesting finding but not unexpected due to several confounding possibilities, most prominent 

the stigma related to hazardous drinking in the military (Sharbafchi & Heydari, 2017). In 

addition, the potential for perceived negative consequences in the military population making up 

the sample for this study. This limitation will be further expounded on later in the paper under 

limitations.  

5.2.4 Effects of Allostatic Load 
 
 Allostatic load had the highest contribution and accounted for the 34% of the variance of 

IPV aggression risk. This supports the theoretical underpinnings of this study that stress plays a 

significant role in family functioning and not only contributes to but increases the risk of 

aggression between intimate partners. This latent construct was measured on several domains of 

stress discussed in chapter three. The theoretical basis for this study was rooted in an ecological 
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systems theory that proposed that proximal events rather than more distal factors (i.e., patriarchy) 

had the greatest influence on an individuals behaviors and choices.  

 The three domains of allostatic load with the highest factor loading were personal, 

military, and legal. The data for this study was collected within 24-72 hours after an allegation of 

intimate partner violence. As referenced above, Soldier’s may fear that as a result of the 

allegation their career and livelihood is in jeopardy at most and at least a perception that their 

reputation with the unit is fractured. In addition, they may face legal charges and at the time of 

the assessment may or may not have seen their significant other since the alleged violent 

incident. This is significant in light of the risk factors associated with future acts of violence, 

assessment of treatment needs, and a Soldier’s command involvement.    

5.2.5 Effects of Adverse Childhood Experiences  
 
 Adverse childhood experiences did not significantly contribute directly to IPV risk. 

However, the relationship between ACEs and allostatic load was significant. The indirect 

relationship between ACEs and IPV risk is fully mediated by allostatic load.  

 Prior research on ACEs revealed that a high ACE score is correlated with adverse health 

outcomes and maladaptive relational patterns. Alastalo et al. (2013) reported that stress in 

childhood influences physical and psychosocial functioning in late adulthood. Life course studies 

of ACEs reveal that higher ACEs scores can negatively affect the manner in which adults 

respond to stress and can exacerbate risk associated with stress throughout the lifetime (Nurius, 

Green, Logan-Greene, & Borja, 2015). Several studies revealed that early life adversity was 

associated with greater vulnerability of encountering stressful events throughout adulthood and 

to experience difficulties in interpersonal relationships (Turner & Butler, 2003; Turner & 

Schieman, 2008). ACEs contribution to participant’s assessment of life stressors (allostatic load) 
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is in line with other studies found of the general population. A unique contribution of this study 

is the indirect effect that ACEs has on IPV risk, which goes beyond social learning theory. In this 

study ACEs had no direct effect on IPV risk only through allostatic load which in theory 

supports the situational couple violence typology that violence between intimate partners occurs 

as a behavioral reaction to anger or frustration (Johnson, 2008).    

 The findings of this study support the previous body of knowledge in that ACE’s did 

contribute to allostatic load, which subsequently increased IPV risk in this sample of military 

service members. At the time of this research no published studies were identified using the 

search word ‘allostatic load’ and IPV, likely because allostatic load is term used in the medical 

field to describe chronic, cumulative effects of stressful situations experienced by the individual 

(Ruini, Offidani, & Vescovelli, 2013).  A quick search for the terms ‘ACEs and Allostatic’ load 

returned voluminous articles. The findings of this study reveal that ACEs contributes to IPV risk 

indirectly through the deleterious and compounding effects of sustained stress during childhood 

and sustained throughout adulthood on the body.  

5.3 Limitations 
  
 Several limitations are worth noting that also provide direction for future research. The 

data collected for this study was a cross-sectional convenience sample. Fink (2003) opines that a 

limitation of non-probability sampling is its non-generalizability beyond the study sample. The 

self-report nature of MEDCOM 811 makes the form susceptible to the same limitation as any 

study that uses self-report data. While it provides insight into the respondent’s perspective, 

responses can potentially be influenced by social desirability bias.  

 A Soldier being seen at the Army Family Advocacy Program in most cases is there due to 

an allegation of family violence in the home. While the program is designed to bolster the Army 
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family and provide services to members of the Army community it can be seen as having a 

punitive role primarily due to the potential for a substantiated case of family violence influencing 

job opportunities in the future. Therefore, a limitation of this study specifically the variable for 

hazardous substance use is the Soldier’s perception that answering honestly to questions could 

result in further scrutiny or a referral to Army substance abuse program. The thought of possible 

retribution could prompt them to minimize their responses to questions they feel represent them 

in a negative light.  

 A final limitation, which also serves as direction for further research, relates to the lack of 

a validated scale to load on the construct of IPV risk. While the observed variables used to make 

up this latent construct are supported by literature as known correlates with IPV this study would 

have been stronger if a validated instrument such as the IPPI-RAT were used to measure the 

endogenous latent variable for IPV risk.    

5.4 Recommendations   
 
5.4.1 For Practice 
 
 The following are some possible recommendations for practice that can be drawn from 

this study:  

 1. Post Traumatic Stress pathway to IPV Risk and Allostatic Load was significant and 

accounted for 13.5% (IPV Risk) and 18.7% (Allostatic Load) of the variance in these 

endogenous variables. This finding is consistent with prior studies that have found a correlation 

between PTS and IPV. However, PTS symptoms are often minimized yet have a significant and 

deleterious effect on a Soldier’s interpersonal relationships and overall mental health. When 

providers interview Soldier’s and their spouses following an allegation of IPV special attention 

should be given to ruling out if the alleged batterer is experiencing any symptoms of 
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posttraumatic stress. Providers should review symptoms of Post Traumatic Stress on all alleged 

offenders during the intake and assessment process even if a review of the records do not show a 

formal diagnosis of PTSD. By doing so, Soldier’s that are suffering from a treatable disorder can 

be educated about available treatments and as well as an understanding that their behavior may 

be the result of an untreated disorder rather than a character flaw or relational failure.   

 2. In this study the personal, military, and legal stressors self reported by participants had 

high factor loadings on allostatic load, which accounted for the highest variance in IPV risk. 

Therefore, providers and commanders should engage families in a thorough review of current 

stressors while educating about the effects of sustained stress and assist the Soldier in developing 

a plan to mitigate stressors as much as possible (i.e., assign mentor, assign new job). In the 

Army, readiness is the essential goal of every commander and Soldier. The mission of the U.S. 

Army is to “fight and win our Nation’s wars by providing prompt, sustained land dominance 

across the full range of military operations and spectrum of conflict in support of combatant 

commanders” (Army, n.d.). In order to execute this mission commanders and Soldier’s must 

train continuously and respond efficiently and timely when called upon. The effects of sustained 

stress (allostatic load) in this study accounted for the greatest variance in IPV risk. Providers, 

commanders, and leader’s will enhance their readiness and the health of American Soldier’s by 

educating about effects of stress and compassionate engagement of those affected by allostatic 

load.   

 3. While ACEs did not appear to have a direct effect on IPV risk it was highly correlated 

with Allostatic load and therefore during the biopsychosocial assessment providers should 

explore the conditions surrounding the Soldiers developmental years and any potential attitudes 

or beliefs they may have about conflict resolution, interpersonal relationships and unresolved 
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trauma. Clinicians often solicit a great deal of information during a clinical interview or 

assessment. However, that family of origin information may or may not be used effectively when 

it simply viewed as historical facts. This study showed that family of origin and ACEs 

contributes to allostatic load and therefore risk for IPV. If ACEs is assessed during the intake and 

addressed in the treatment plan the Soldier and their family will have greater understanding of 

how the ‘then and there of their lives’ may be impacting the ‘here and now’. As a result the 

Soldier and their families will have increased insight into their partners and reduce the 

deleterious effects of intergenerational abuse.  

5.4.2 For Further Research 

 This study’s main contribution to IPV risk research has been testing a probable causal 

model of known correlates to IPV. As well as, the multidimensional aspect of how these 

correlates may compound or influence each other resulting in an increased risk of IPV aggression 

within the military population.  This study included variables of stress both in childhood and 

current day and there relationship with known factors associated with IPV risk, the first study to 

my knowledge to hypothesize probable causal link in this manner. The following 

recommendations for further research drawn from this study:  

 1. This study should be replicated using a larger sample with careful attention to include a 

greater diversity of military occupational specialties (infantry, support battalions, special forces). 

This is important because the Army is made of up of several occupational specialties due to the 

convenience sample drawn for this study all occupational specialties were not included. The data 

used in this study was manually extracted from paper records, which was time consuming, labor 

intensive and costly. However, the Army Family Advocacy Program is migrating to a paperless 

record and assessments are entered electronically. This would allow for specific variables to be 
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extracted in a matter of minutes versus hours and would allow for data to be pulled Army wide 

(world-wide) within minutes and with minimal cost.  

 2. The use of an empirically validated IPV risk instrument such as the IPPI-RAT should 

replace the current observed measures for the latent construct of IPV Risk. Validated instruments 

used to measure latent constructs in Structural Equation Modeling strengthen the outcomes of the 

study by reducing the error that what the researcher is intending to measure is actually what is 

being measured.  

 3. Substance use did not reveal a significant contribution to the model in this study, 

which is contrary to prior research. As discussed earlier in this paper the population and the 

screening tool may have contributed to this outcome. The difference between null and significant 

findings can be the result of an appropriate assessment instrument (Samet et al., 2007). Finding a 

way to measure substance use that would reduce potential deflation of responses do to social 

desirability or perception of wrong doing needs to be examined and developed. A majority of the 

cases involved an allegation of IPV in which alcohol was a factor, however when respondents 

answered the CAGE questionnaire the data was disproportionately positively skewed with many 

answering ‘0’ to the four questions. Since the amount of usage was not a primary focus of the 

study in the future it would be better to include alcohol use as a dichotomous with the primary 

objective being to determine if alcohol use was or was not a factor in the IPV event.  

5.5 Final Thoughts 

 This study has contributed to the continued interdisciplinary conversation regarding IPV 

and IPV risk over the last four decades by incorporating ACEs and allostatic load that expound 

on our understanding of family violence. According to the Defense Task Force on Domestic 

Violence (2002), IPV in the military is considered to be counter to military values and poses a 
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significant risk to overall readiness of the force (Mackie, 2004). The finding that allostatic load 

and PTS increase risk for family violence as well as the indirect role ACEs has on IPV through 

allostatic load reveal the psychosocial determinants of IPV risk outside of the distal 

characteristics (i.e., patriarchal beliefs) often times associated with family violence. I hope that 

this study serves as a catalyst for future studies in the family violence arena and moves the ball 

closer to understanding of the complex and deleterious phenomenon of violence in the home.  
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 Appendix A 
 

Adverse Childhood Experience (ACE) Questionnaire 
Finding your ACE Score 

 
While you were growing up, during your first 18 years of life: 
1. Did a parent or other adult in the household often … 
 Swear at you, insult you, put you down, or humiliate you? 
  Or 
 Act in a way that made you afraid that you might be physically hurt? 
        Yes No If yes enter 1 ________ 
2. Did a parent or other adult in the household often … 
 Push, grab, slap, or throw something at you? 
  Or 
 Ever hit you so hard that you had marks or were injured? 
        Yes No If yes enter 1 ________ 
3. Did an adult or person at least 5 years older than you ever… 
 Touch or fondle you or have you touch their body in a sexual way? 
  Or 
 Try to or actually have oral, anal, or vaginal sex with you? 
        Yes No If yes enter 1 ________ 
4. Did you often feel that?… 
 No one in your family loved you or thought you were important or special? 
  or 
 Your family didn’t look out for each other, feel close to each other, or support each other? 
        Yes No If yes enter 1 ________ 
5. Did you often feel that … 
 You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? 
  or 
 Your parents were too drunk or high to take care of you or take you to the doctor if you needed it? 
        Yes No If yes enter 1 ________ 
6. Were your parents ever separated or divorced? 
        Yes No If yes enter 1 ________ 
7. Was your mother or stepmother: 
 Often pushed, grabbed, slapped, or had something thrown at her? 
  or 
 Sometimes or often kicked, bitten, hit with a fist, or hit with something hard? 
  or 
 Ever repeatedly hit over at least a few minutes or threatened with a gun or knife? 
        Yes No If yes enter 1 ________ 
8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs? 
        Yes No If yes enter 1 ________ 
9. Was a household member depressed or mentally ill or did a household member attempt suicide? 
        Yes No If yes enter 1 ________ 
10. Did a household member go to prison? 
        Yes No If yes enter 1 ________ 
 
  Now add up your “Yes” answers: _______ This is your ACE Score 
 
 
 
 
Appendix B. CAGE Questionnaire 
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Appendix C. Primary Care PTSD Screen (PC-PTSD) 

 
 
 
Appendix E. IRB Letter 
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